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national associations of nurses. Such national associations shall be non-political, shall 
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to replace the original hospital of 10 beds opened in 1848, 
incorporates the most modern features of hospital 
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The purposes of the 


International Nursing Review are: 


TO INFORM nurses throughout the world of the objectives 
and activities of the International Council of Nurses ; 


TO PROVIDE opportunities for an international exchange of 
views and information on nursing and the _ related 
professions ; 


TO DEVELOP international fellowship and understanding 
among members of the nursing profession ; 


TO GIVE inspiration and guidance to the nurses of the world 
in their common endeavours. 











Contributions to the INTERNATIONAL NURSING REVIEW are welcomed by the 
Editor and will be considered for publication. They should be submitted in French, 


English or German, or, when convenient, in more than one of these languages. 


The International Council of Nurses does not necessarily accept responsibility 
for the views expressed in articles which appear in the INTERNATIONAL NURSING 


REVIEW and reserves the copyright of material published. 
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Editorial 


UST ten years ago, in 1948, the World Health Organization was officially born. 

It had been conceived two years earlier when 56 nations came together and drew 

up a Charter, now famous for its definition of health as “a state of complete 

physical, mental and social well-being, and not merely the absence of disease or 

infirmity.”” The ICN is happy to pay tribute to the contribution WHO has made to 

the advancement of nursing during the last decade by publishing a Symposium on 
the Organization’s work for nursing throughout the world. 


From early times neighbouring nations have co-operated in some manner to 
prevent the spread of disease and pestilence. Their early co-operation was inspired 
by terror, but gradually this attitude changed. New knowledge and understanding 
led to a more positive approach, so that, from the early years of this century nations 
tended to come together for positive co-operation, although this was still only on a 
limited scale. The efforts were primarily directed at the prevention of dangers which 
could be easily apprehended. Their chief purpose was to collect statistics on disease 
so that nations might be alerted, and so prevent the spread of the worst of the 
pestilences. There were as yet no large scale programmes on a world scale to promote 
positive health campaigns nor were there regular international funds to supply 
personnel to countries which lacked the facilities to tackle their endemic diseases. 


It would obviously be impractical and undesirable to try to create an international 
organization to take charge of the detailed health care of every man, woman and 
unborn child in the world. But it was evident that closer, and more intensive 
international co-operation might be attained, and could contribute to better health. 


To begin its international work the WHO inherited all that had already been 
achieved by its international predecessor. From this beginning a positive programme 
to promote health has been built up so that after ten years the Director of the World 
Health Organization, Dr. M. G. Candau, can write: ‘‘ Epidemics and diseases which 
until now have been killing and incapacitating millions of people are no longer 
considered as normal hazards to human life.” 


In tackling its massive world health problems the first annual assembly of the 
WHO drew up a list of priorities. These were laid down as including tuberculosis, 
malaria, venereal disease, the health of the mother and child, nutrition and sanitation. 


To deal with such a varied group of problems required a number of different 
approaches, but for all of them WHO could serve as a centre for the exchange of 
information between member countries. Experts in these topics have met during 
the last ten years to share information and to provide international leadership. 
From these meetings have come more than 130 Technical Reports, not only on the 
first priorities but ranging over almost the whole gamut of subjects related to health. 
Three of these Reports are of very special interest to nurses because they are the 
result of the three meetings of the Expert Committee on Nursing. 

The exchange of information through WHO is not however restricted to the 
meetings of Expert Committees. Nurses are privileged to participate in this exchange, 
for as a non-governmental organization the ICN has been in official relationship 
with the WHO since 1948. 


This relationship, which was renewed for a further period at the beginning of 
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this year, enables the nursing profession to express its views on matters connected 
with health to an organization carrying weight with governments throughout the 
world. 

“« Official relationship with WHO ” is not merely a polite phrase for the JCN. 
Among the important benefits derived from it have been the great interest stimulated 
throughout the world by the Technical Discussions on nursing held in conjunction 
with the 9th World Health Assembly. The preparation of papers for these discussions 
was assisted by the collection of material from ICN member associations. The 
discussions served to highlight for the 88 nations now represented in WHO the vital 
part nursing must have in any plans for the maintenance and promotion of health. 


Increasingly in recent years there has been emphasis on improved preparation 
of nurses, both at the basic and post-basic level. In working towards such improve- 
ments there has been important mutual co-operation and stimulation between the 
ICN and WHO. One example of this has. been the preparation by the Florence 
Nightingale International Foundation, in accordance with an agreement between 
the ICN and WHO, of two Reports on nursing education. The first of these, Post- 
Basic Education: Principles of Administration as Applied to Advanced Programmes 
in Nursing Education, was reviewed in the January issue of the International Nursing 
Review—and the second on Basic Nursing Education: Principles and Practices of 
Nursing Education, is reviewed on page 51 of this issue. 

The progress achieved in promoting world health during the last decade 
is evident but as with all achievements it is but the foundation on which greater efforts 


will be built in the future. 
Editorial 


N 1948, il y a de cela juste dix ans, naissait l’?Organisation Mondiale de la Santé. 
C’est avec plaisir que le CII vient payer un spécial tribut 4 la contribution de 
l’OMS pour la cause de l’avancement des soins infirmiers au courant de cette décade. 
L’Organisation avait été congue deux ans auparavant, alors que 56 nations s’étaient 
rassemblées pour mettre au point une Charte, maintenant fameuse par sa définition 
de la Santé, en tant qu’état de bien-étre complet tant physique que mental et social, 
et non simplement comme I’absence de maladies ou d’infirmités. 


Depuis un certain temps, les nations avaient coopéré, d’une maniére ou d’une 
autre, pour prévenir la propagation des maladies et des fléaux. Leur coopération 
était inspirée par la terreur, mais graduellement cette attitude changea, de nouvelles 
connaissances et un nouveau esprit d’entente menérent a une approche plus positive 
du probléme, et, au début de ce siécle, des bureaux internationaux furent fondés. 
Mais cette premiére coopération positive n’avait seulement qu’une envergure limitée. 
Les efforts étaient en principe dirigés dans le but de prévenir les dangers qui pouvaient 
étre aisément arrétés. Leur but principal étant de réunir des statistiques sur les 
maladies, afin de pouvoir alerter les nations, et ainsi de pouvoir prévenir la propaga- 
tion des pires fléaux. Il n’existait pas encore de programme sur une grande échelle, 
a l’échelle mondiale, pour lancer des campagnes décisives pour la cause de la santé, 
ni de fonds internationaux réguliers pour fournir du personnel, aux pays qui 
manquaient de facilités pour lutter contre leurs maladies endémiques. 


Il serait évidemment impraticable et pas désirable de créer une organisation 
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internationale qui serait chargée de s’occuper du détail de la santé de chaque homme, 
femme ou enfant a naitre, dans le monde entier. Mais il était évident qu’une coopéra- 
tion internationale plus intime était possible et pouvait contribuer a l’obtention 
d’une meilleure santé pour les peuples de la terre. 

Au commencement de son entreprise internationale, l’OMS hérita de tout ce 
qui avait été réalisé par ses prédécesseurs internationaux. A partir de cela, un 
programme positif ayant pour but de servir la cause de la Santé, a été mis sur pied, 
et ainsi, aprés dix ans, le Directeur de l’Organisation Mondiale de la Santé, M. le Dr 
Candau, a pu écrire: “* Les épidémies et les maladies, qui jusqu’a maintenant ont tué 
ou frappé d’incapacité des millions de gens, ne sont plus considérées comme |’un 
des hasards normaux de la vie humaine ”’. 

Pour s’attaquer aux vastes problémes sanitaires du monde, la premiére Assemblée 
Annuelle de L’OMS, a mis au point une liste de priorité. Y était inscrit, la tuber- 
culose, la malaria, les maladies vénériennes, la santé de la mére et de l’enfant, les 
problémes de la nutrition et de la sanitation. 

Pour venir a bout d’une série si variée de problémes, il fallait approcher ces 
questions de maniéres différentes, mais pour toutes, l?OMS pouvait servir de centre 
pour l’échange d’informations entre les pays affiliés. Au cours de ces dix derniéres 
années, des experts dans ces questions se sont rencontrés pour échanger leurs informa- 
tions et pour fournir des idées directives sur un plan international. Plus de 130 
rapports techniques furrent le résultat de ces réunions, traitant non seulement des 
priorités primordiales, mais aussi traitant de toute une gamme de questions se 
rapportant aux questions de la santé. Trois de ces rapports présentent un intérét trés 
spécial pour les infirmiéres parce qu’ils sont le résultat de trois réunions du Comité 
des Experts des Soins Infirmiers. 

L’échange des informations, au sein de l’OMS, n’est cependant pas restreint aux 
réunions des Comités d’Experts. Le CII lui-méme, a le privilége d’y participer, car 
en tant qu’organisation non-gouvernementale, il a eu depuis 1948 des relations 
officielles avec OMS. 

Ces relations, qui ont été renouvelées pour une nouvelle période au début de 
cette année, permettent a notre profession d’exprimer ses points de vue d’une maniére 
cohérente, dans les questions relatives aux problémes de la santé, a une organisation 
qui a une importance reconnue auprés des gouvernements du monde entier. 

Les relations avec l°OMS, ne sont pas simplement, pour le CII, basées sur des 
questions de bienséance. Parmi les importants apports qui en découlent, on peut 
noter le grand intérét soulevé dans le monde entier, par les discussions techniques 
dans le domaine des soins infirmiers, discussions qui eurent lieu concurremment 
avec la 9¢me Assemblée Mondiale de la Santé. Les éléments de ces discussions 
étaient le résultat direct des matériaux d’études rassemblés par le CII dans les pays- 
membres. Ces discussions servirent 4 mettre en relief, aux 88 nations maintenant 
représentées 4 l’OMS, la part vitale que les soins infirmiers doivent avoir dans 
n’importe quel programme qui a pour but le maintien et la promotion de la santé. 

Pendant ces derniéres années, une emphase toujours plus grande a été mise sur 
l’'amélioration de la formation du personnel infirmier, tant au niveau de base que 
supérieur. Une importante coopération et stimulation mutuelle furent mises en 
oeuvre dans la mise sur pied de ce programme d’amélioration. Des conférences 
d’études régionales, et des bourses d’études sont les deux aspects de ce travail, mais 
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un résultat bien plus évident fut la préparation par la Fondation International de 
Florence Nightingale, en accord avec une convention entre le CII et OMS, de 
deux rapports sur la préparation a la profession d’infirmiére. Le premier de ces 
deux: L’Enseignement Supérieure des Soins Infirmiers: Principes d’administration 
dans leur application aux programmes d’études supérieures des soins infirmiers, fut 
discuté dans le dernier numéro de janvier de /a Revue Internationale des Infirmieéres, 
et le second sur L’Enseignement de base des soins infirmiers, Principes et pratique 
de l’Enseignement infirmier, est discuté dans ce numéro 4a la page 51. 

Les aspects régionaux du travail entrepris dans le domaine des soins infirmiers, 
dans diverses parties du monde, sont discutées dans une série d’articles publiés dans 
le numéro en cours de Ja Revue. L’on peut voir, dans ces articles, que les progrés 
obtenus dans la promotion de la santé mondiale pendant cette derniére décade, 
sont évidents, mais comme toutes réalisations, ce n’est que la base de plus grands 


efforts a venir. 
Leitartikel 


OR gerade 10 Jahren, 1948, wurde die Welt- Gesundheitsorganisation Wirklich- 
keit. Fiir die ICN ist es eine besondere Freude, der WHO gegeniiber ihre 
Hochachtung zum Ausdruck zu bringen fiir die Unterstiitzung, die diese zur 
Foérderung der Krankenpflege in der letzten Dekade beigetragen hat. Die Idee fiir 
die Griindung der Organisation entstand zwei Jahre vorher, als sich 56 Nationen 
trafen und eine Urkunde entwarfen, die inzwischen beriihmt geworden ist. In dieser 
Urkunde wird die Gesundheit definiert “als ein Zustand voller kérperlicher und 
geistiger Gesundheit und sozialem Wohlstand und nicht als die Abwesenheit von 
Krankheit und Gebrechlichkeit.”’ 

Schon vor langer Zeit haben Nachbarstaaten in irgend einer Weise danach 
gestrebt, die Verbreitung von Krankheit und Pestilenz zu verhiiten. Damals diktierte 
Angst die Zusammenarbeit. Langsam aber dnderte sich diese Haltung. Grdsseres 
Wissen und tieferes Verstandnis fiihrten zu einer positiveren Einstellung, sodass 
bereits im Anfang dieses Jahrhunderts Nationen Zusammenkiinfte suchten, um 
aufbauende Gemeinschaftstatigkeit zu besprechen, wenn auch immer noch in 
begrenztem Masse. Alle Bemiihungen richteten sich zunachst darauf, solche Gefahren 
zu verhiiten, die leicht vorauszusehen waren. Ihre Hauptaufgabe bestand in der 
Sammlung von Krankheits-Statistiken, sodass die Staaten beizeiten gewarnt wurden, 
um die Verbreitung der schwersten Pestilenzen zu verhindern. Weder bestanden 
weltumfassende Plane zur Foérderung der Gesundheit, noch gab es regelmissige 
internationale Zahlungen, um Pflegepersonal in solche Lander zu senden, denen es 
an dem Notwendigsten fehlte, um ihre endemischen Krankheiten zu bekampfen. 

Offensichtlich wiirde der Versuch unpraktisch und unerwiinscht erscheinen, 
eine internationale Organisation zu schaffen, die sich um die Gesundheit eines jeden 
Mannes, einer Frau oder eines noch ungeborenen Kindes in allen Teilen der Welt 
kiimmert. Es wurde aber klar, dass engere und intensivere internationale Zusam- 
menarbeit erreicht werden k6nnte, die wesentlich zu besserer Gesundheit der Volker 
in aller Welt beitragen wiirde. 

Um ihre internationale Arbeit zu beginnen, erbte WHO alle Errungenschaften 
ihres internationalen Vorgangers und baute ein positives Programm fiir die Férderung 
der Gesundheit auf, sodass der Direktor der Welt- Gesundheitsorganisation, Dr. 
M. C. Candau, nach 10 jahriger Tatigkeit schreiben kann: “‘ Epidemien und Krank- 
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heiten, die bisher Millionen von Menschen getétet und verkriippelt haben, kénnen 
nicht mehr als normale Zufalle des menschlichen Daseins betrachtet werden.” 

Um die Riesenaufgabe des Welt- Gesundheitsproblems in Angriff zu nehmen, 
wurde auf der ersten Jahresversammlung der WHO eine Liste der Priorititen 
entworfen. Es wurde bestimmt, dass Tuberkulose, Malaria, Geschlechtskrankheiten, 
Fiirsorge fiir Mutter und Kind, Ernahrung und sanitaére Anlagen dazu geh6rten. 

Um soviel verschiedenen Problemen gerecht zu werden, brauchte man verschie- 
dene Angriffspunkte, aber in jedem Fall diente WHO den Mitgliedslaindern als 
Mittelpunkt zum Austausch von Informationen. Im Laufe der letzten 10 Jahre 
trafen sich Fachleute dieser Gebiete, tauschten Erfahrungen aus und gaben inter- 
nationale Richtlinien. Mehr als 130 technische Berichte waren die Folge dieser 
Sitzungen und nicht nur wurden Prioritaéten behandelt, sondern fast alle Gebiete, 
die mit dem Gesundheitsdienst zusammenhingen. Drei dieser Berichte sind von 
besonderem Interesse fiir Krankenschwestern, da sie das Resultat von drei Sitzungen 
des Fachkomitees fiir Krankenpflege sind. 

Der Austausch von Informationen durch WHO beschrankt sich nicht nur auf 
Sitzungen von Fachkomitees. Krankenschwestern, deren Organisation nicht 
regierungsgebunden ist, haben das Privileg, an den Besprechungen teilzunehmen. 
Seit 1948 hat die ICN eine offizielle Stellung in der WHO. 

Diese Stellung, die im Anfang dieses Jahres fiir einen weiteren Zeitraum verlan- 
gert wurde, bietet dem Schwesternberuf Gelegenheit, Ansichten iiber Gesundheits- 
bedingungen einer Organisation gegeniiber zu dussern, deren Meinung von allen 
Regierungen der Welt geschatzt wird. 

Die offizielle Stellung in der WHO ist nicht nur eine héfliche Phrase fiir die 
ICN. Unter anderen wesentlichen Vorteilen, die daraus entstanden sind, ist das 
grosse Interesse zu erwahnen, das mit der technischen Diskussion iiber Krankenpflege 
in der ganzen Welt angeregt wurde, als die 9te Welt- Gesundheitsversammlung tagte. 
Das gesammelte Material der ICN Mitglieder- Verbande half in der Vorbereitung 
der Diskussionsreden. Diese Diskussionen zeigten den in WHO vertretenen 88 
Nationen die Glanzrolle, die der Krankenpflege in jedem Plan fiir die Erhaltung und 
Férderung der Gesundheit zufallen muss. 

In den letzten Jahren wurde zunehmender Wert auf die verbesserte Pflegeaus- 
bildung gelegt, sowohl im Grundunterricht als auch in den fortgeschrittenen Studien. 
Zur Durcharbeitung solcher Verbesserungen fanden wichtige Sitzungen statt und 
ICN und WHO machten anregende Vorschlige. Als Beispiel dient die Vorbereitung 
der FNIF von zwei Berichten iiber die Ausbildung von Krankenschwestern auf 
Grund von Vereinbarungen zwischen der ICN und WHO. Der erste Bericht 
behandelt die fortgeschrittene Ausbildung: “ Prinzipien der Verwaltung im fortge- 
schrittenen Programm der Schwesternausbildung ” und wurde in der Januar Ausgabe 
der International Nursing Review besprochen. Der zweite Bericht brachte den 
Grundunterricht fiir Krankenpflege: ‘“‘ Prinzipien und Praxis in der Schwestern- 
ausbildung ” und wird auf Seite 51 in dieser Ausgabe behandelt. 

Ortsgebundene Bedingungen der Krankenpflege, die WHO in verschiedenen 
Teilen der Welt durchfiihrt, werden in einer Reihe von Artikeln in dieser Ausgabe 
der Review diskutiert. Der Fortschritt in der Foérderung der Weltgesundheit wahrend 
der letzten 10 Jahre ist aus diesen Artikeln ersichtlich, aber wie mit allen Errungen- 
schaften dient auch diese nur als Grundlage fiir gréssere Anstrengungen in der 
Zukunft. 
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Symposium on The World Health Organization 


HE World Health Organization is a Specialized Agency of the United Nations. 
This means that it was brought into being by the United Nations and is inspired 
by the principles laid down in the UN Charter. 


When it came into official existence, however, it took on a large measure of 
independence: it has its own independent membership, made up of sovereign states, 
which need not necessarily be members of the United Nations. The World Health 
Assembly is the governing body for WHO, and the organization has its own inde- 
pendent budget. 

All member countries have an equal standing and equal voting rights in the 
Assembly, which each year elects six countries entitled to designate a person to serve 
on WHO’s Executive Board. 


The Executive Board is a technical, non-political group of 18 health experts, 
each designated by one of the countries elected for the purpose by the World Health 
Assembly. Six Board members retire each year. 


The Board gives effect to the decisions of the Health Assembly, and scrutinizes 
the programme and budget proposed by the Director-General before its presentation 
to the Assembly. It generally meets twice yearly. It will hold a brief meeting in 
Minneapolis immediately following the Eleventh World Health Assembly in May 
1958. On this occasion the programme of the Assembly will include a special session 
to celebrate the first ten years of WHO’s work, instead of the usual Technical Discus- 
sions. 


WHO’s Six REGIONS 

WHO?’s Constitution recognizes the desirability of decentralizing WHO's 
activities, and provides for regional organizations to be set up to meet the special 
health needs of a given area. 


WHO has therefore divided the world into six Regions, each with its Regional 
Committee and Regional Office. The Regions into which the world is divided and 
the countries in membership in each Region are shown on page 11. 


The Regional Committees, each composed of all the WHO Member States in 
the Region, meet each year to plan health co-operation on the regional level and to 
consider what health programmes can render the most effective assistance to the 
countries of the Region. The programme suggestions, after being endorsed by the 
Regional Committee, are sent on to WHO’s Geneva Headquarters where they are 
welded into a world programme to be presented to the World Health Assembly 
for final approval. 


THE DIRECTOR-GENERAL AND THE SECRETARIAT 

The World Health Assembly appoints the Director-General, who, subject to 
the authority of the Executive Board, is the chief technical and administrative officer 
of the organization. The Director-General appoints the staff of the secretariat 
(at present about 1,000 all over the world). At the head of each Regional Office 
is a Regional Director, appointed by the Executive Board in agreement with the 
Regional Committee. 
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EXPERT COMMITTEES 

To ensure that the Organization has the best possible advice when drawing up its 
policies and programmes, it has appointed over 1,000 of the world’s leading health 
authorities and medical scientists to serve on more than 30 Expert Panels, each 
covering a major field of health activity. As need arises, members of these panels 
may be invited to attend meetings of Expert Committees or Study Groups which 
formulate recommendations and proposals on specific aspects of WHO’s programmes, 
and keep the Organization in step with current medical and scientific advances. 


WHO’s BuDGET 

When the World Health Assembly has approved the programme for a given year, 
it then decides the amount of money needed to carry it out. This annual Budget 
($13,500,000 for 1958) is then contributed by all of WHO’s Member States according 
to a fixed “ Scale of Assessment ”’. 

In this way in 1958 the largest contributor, the USA, will pay $4,666,480 while 
over a dozen of the smallest Member States will each pay the minimum contribution 
for 1958 of $5,760. 

Jn addition to this budget, contributed directly by Member States, WHO receives 
a certain sum from the United Nations Technical Assistance Fund. This Fund is 
composed of voluntary contributions made by a number of countries in addition to 
their regular contributions to the budget of the United Nations or the Agencies, 
and is intended to promote the economic development of under-developed countries. 

As it is now an accepted truth that health and prosperity go hand-in-hand, a 
portion of this “technical assistance” money is handed over to the World 
Health Organization to enable it to undertake additional health projects in countries 
where special need exists. The amount varies from year to year, but it is generally 
around five million dollars. 


THE SERVICES THAT WHO PERFORMS 


The services that the World Health Organization renders to the countries of the 
world take two main forms: (1) direct assistance to governments, on request, to 
enable them to fight diseases and strengthen their health services; and, (2) work of 
value to all countries alike, dealing with epidemic warnings, international quarantine 
measures, recommendations of international standards for drugs and health statistics, 
and technical publications. 


DirEcT ASSISTANCE TO COUNTRIES 

The World Health Organization is based on the concept of an association of 
sovereign states and is not a form of supranational organization. In consequence, 
WHO does not itself directly control or undertake medical and health programmes 
in Member Countries. It is the national health services themselves that carry out 
the field programmes for which international assistance has been provided. During 
1958 nearly 700 projects assisted by WHO will be in operation in 112 countries and 
territories. 

The two principal ways in which WHO assists individual countries are by 
fellowships, and by sending doctors, nurses, health workers and teaching staff drawn 
from all over the world, and selected for their special qualifications and experience. 
Such international staff work alongside local personnel for limited periods. The aim 
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is to help countries to help themselves, and the WHO staff remain only until local 
staff is ready to carry on. For every dollar spent by WHO on a typical field project, 
the national government concerned commits itself to spending anything from one to 
five dollars in local currency to meet local expenditures in connection with the project. 


With WHO’s limited finances, it is just not possible to provide significant 
quantities of supplies and equipment, for which most countries can turn to other 
sources of help such as the U.N. Children’s Fund (UNICEF) or the technical assist- 
ance programmes of individual governments. 


WHO’s help is given only in response to specific requests from national health 
administrations, and generally concerns the following needs: 


Strengthening health administrations. WHO is able to send experienced 
health administrators to help strengthen, build up, or sometimes even create, 
an efficient organization for national health services. 


Control of communicable diseases. Over much of the world’s surface 
preventable diseases cause untold suffering and vast economic loss. WHO helps 
introduce, and adapt to local conditions, modern methods. 


Education and training. Coping with individual diseases, however wide- 
spread, cannot alone bring about a lasting improvement in overall standards 
of health. WHO helps here by providing fellowships (over 1,000 were given in 
1957) to enable national health workers to obtain advanced training abroad, 
and by providing professors and teachers to strengthen and upgrade national 
training institutions. Moreover, in many projects dealing with particular 
diseases, the international personnel train local counterparts who are later able 
to carry on the work unassisted. 


Maternal and child health andnursing. The most frequent requests received by 
WHO from its Member Countries are for help in building up health services for 
mothers and children and training of midwives, rural health visitors and nurses. 
In 1957 there were 175 WHO nurses working all over the world, mostly in 
demonstration and training projects. WHO works closely with UNICEF in 
helping set up mother and child centres in a large number of countries. 


Mental health. Countries undergoing rapid development have come to 
realize the dangers to mental health resulting from stresses that accompany 
technical and social progress, while in the more developed countries mental 
health problems grow more acute each year. WHO assistance is increasingly 
required, either by the provision of experts and consultants, or by the pooling 
of experience and knowledge through expert groups, seminars, etc. 


INTERNATIONAL RESPONSIBILITIES 


WHO is responsible for a number of services which are essential and which 
cannot be performed nationally. Some of these responsibilities have been inherited 
from earlier international health organizations, and some have arisen in response 
to the challenge of new discoveries and new risks calling for appropriate health 
action. The following examples show this kind of work. 


During the 1957 influenza epidemic, information concerning the new virus 
responsible was collected through the WHO network of influenza centres and 
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promptly circulated, thus enabling many countries to prepare stocks of vaccine 
even before the epidemic reached them. 

Among the new drugs which come on the market each year, some prove 
to be habit-forming. A WHO Expert Committee watches this situation, and 
enables WHO to report on new “ addiction-producing ” drugs to the United 
Nations, which is responsible for the international control of narcotic drugs. 

The growth of international travel makes it more important that drugs and 
medical substances used in different countries should be of identical strength 
and purity. Many countries are therefore revising their national pharmacopoeias 
in the light of the recommendations in the first International Pharmacopoeia 
prepared and published by WHO. 

The growth of the industrial use of atomic energy, and of the medical uses 
of radio-isotopes, means that WHO must shoulder new responsibilities, keep 
all countries informed of the possible dangers that may arise for public health, 
and help train the large number of health personnel required in the field of 
radiation protection. WHO has already published a book on the hereditary 
effects of radiation, and has summoned an expert group to study the mental 
health aspects of atomic energy. 


REGIONAL OFFICES OF THE WORLD HEALTH ORGANIZATION AND THE MEMBER 
STATES AND ASSOCIATE MEMBERS OF WHO WITHIN EACH REGION 


REGIONAL OFFICE FOR AFRICA (BRAZZAVILLE, FRENCH EQUATORIAL AFRICA) 


Ghana Federation of Nigeria Sierra Leone 
Liberia Federation of Rhodesia 
Union of South Africa and Nyasaland 

REGIONAL OFFICE FOR THE AMERICAS (WasHINGTON D.C., U.S.A.) 
Argentina Cuba Haiti Peru 
Bolivia Dominican Honduras United States of 
Brazil Republic Mexico America 
Canada Ecuador Nicaragua Uruguay 
Chile El Salvador Panama Venezuela 
Costa Rica Guatemala Paraguay 

REGIONAL OFFICE FOR THE EASTERN MEDITERRANEAN (ALEXANDRIA, EGyPT) 

Egypt Israel Lebanon Sudan 

Ethiopia Hashemite Libya Syria 
Tran Kingdom of Pakistan Tunisia 
Iraq Jordan Saudi Arabia Yemen 

REGIONAL OFFICE FOR EUROPE (CopPEeNHAGEN, DENMARK) 
Albania France Monaco Sweden 
Austria Germany Morocco Switzerland 
Belgium Greece Netherlands Turkey 
Bulgaria Hungary Norway Ukrainian SSR 
Byelorussian SSR Iceland Poland USSR 
Czechoslovakia Ireland Portugal United Kingdom 
Denmark Italy Romania Yugoslavia 
Finland Luxembourg Spain 

REGIONAL OFFICE FOR SOUTH EAST ASIA (New DELHI, INDIA) 
Afghanistan Ceylon Indonesia Thailand 
Burma India Nepal 

REGIONAL OFFICE FOR THE WESTERN PACIFIC (MANILA, PHILIPPINES) 
Australia Japan Laos Philippines 
Cambodia Korea New Zealand Viet-Nam 


China 
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Nursing in the Western Pacific Region of the 


World Health Organization 


L. TURNBULL 
Regional Nursing Adviser 


ANY years ago, Florence Nightingale wrote “‘ we are only on the threshold 

of nursing. In the future, which I shall not see, for I am old, may a better 

way be opened. May the methods by which every infant, every human being, will 

have the best chance of health—the methods by which every sick person will have 
the best chance of recovery, be learned and practised.” 


This same hope was surely a motivating power behind the establishment of the 
World Health Organization, which was formally created as a specialized agency 
of the United Nations on 7th April, 1948. Article I of its Constitution states “‘ The 
objective of the World Health Organization shall be the attainment by all peoples 
of the highest possible level of health.” 


Nurses were destined to play an important role in the programmes and activities 
which would be developed to attain the objective of the Organization. 


When the first World Health Assembly met in Geneva in June, 1948, one of their 
tasks was to divide the world into six geographical areas, each geographical area 
to be a Region. 


The Western Pacific Region, with Regional Headquarters in Manila in the 
Republic of the Philippines, stretches almost from the Artic to the Antartic and across 
the Pacific Ocean. 


The countries and territories included in the Region represent a great diversity 
of races, languages, customs, folkways, mores, religions and cultures. They also 
represent countries which are technically well-developed, others where rapid progress 
is being made, and down through the various stages to those which are as yet virtually 
untouched by modern concepts of health and social development. 


In 1950, when the Western Pacific Regional Office of WHO was established, 
governments concerned with providing health services to meet the needs of their 
people had to seek outside assistance to develop and extend these services and in 
many instances they requested assistance from WHO. 


Health problems were manifold, there being few health problems in the world 
which are not to be found in some part of the Region. In every country there was 
a serious shortage of all health workers—doctors, nurses, midwives, sanitary engineers, 
nutritionists, social workers and all categories of technical personnel. 


As a general principle in international health work, the fundamental objective 
is to assist countries to develop, strengthen and improve the effectiveness of their 
own health services. Each country has its own unique health needs which must be 
considered when planning programmes. Consideration must be given to the stage 
of economic and social development of the country and to the cultural characteristics 
of the country and the felt needs of the people. 
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Planning of nursing programmes presented many problems. In more than one 
country there was not even one fully qualified nurse. Basic information was needed 
so that programmes could be adapted to the social and economic needs of the 
country and based on local needs, and local resources insofar as possible. It was not 
possible to undertake an adequate study of the existing situations pertaining to 
nursing and midwifery but preliminary information obtained by visits to the countries 
concerned and study of available data clearly indicated that quantitatively and 
qualitatively, nursing service and nursing education were grossly inadequate. With 
few exceptions suitably qualified personnel were not available in the countries to 
plan and initiate programmes which would alleviate the situation and prepare 
personnel for the future needs of the health services. Priorities had to be established 
and programmes planned which would meet the needs of the particular country. 


Early experience and further study of the existing situations in the countries 
in the Region soon revealed that assistance must be planned on a long-term basis, 
in order to have sufficient time for careful planning, establishing programmes and 
helping to prepare local nurses to assume responsibility for the future development 
of nursing services in their own countries. There was also the need for further 
study in each country to help to define the role of the nurse and to plan with 
administrative bodies for the development of nursing as an integral part of the health 
services with adequate provision for the development of programmes for the education 
and training of all categories of nursing personnel. 


The role of the nurse was defined differently by different societies. In countries 
which were economically and socially developed, the role of the nurse as a professional 
member of the health team was fairly well-established. In many of our countries, 
nursing had no status, there were no schools of nursing, training was on a meagre 
apprenticeship basis and nursing was generally confined to menial tasks or perhaps 
the acquisition of certain skills to assist the doctor. The intimate and personal 
needs of the patient were usually attended to by the family. The modern philosophy 
of nursing care embracing the physical, emotional and social needs of the patients 
was not generally accepted by nurses or their fellow workers. 


During the period during which the Regional Office has been operating, assistance 
in nursing and midwifery education affecting almost every country and territory 
in the Region has been given. 


Since 1950, 64 nurses recruited from 13 countries have worked in 12 different 
countries or territories in the Region. 


A total of 55 fellowships in nursing, of 6 to 24-months duration, have been 
awarded to nurses and midwives for study and observation in other countries. Fifty- 
nine short-term fellowships have been awarded to enable participants from 24 
countries and territories to attend inter-country nursing education seminars, 
conferences and study groups. These nurses are now making a valuable contribution 
to both nursing education and nursing service in their own countries and many of 
them have been assigned to important administrative positions. 

Ten field projects have been implemented for assistance to national programmes 
of nursing and midwifery education. Six are at present in operation in Japan, 
Taiwan, Philippines. Cambodia, Singapore and the Federation of Malaya. Nursing 
personnel have also been active in maternal and child health and public health 
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programmes throughout the Region. There are nurses attached to six of these 
projects in operation at present. 


Five highly qualified specialist nurse consultants have been provided by the 
Organization at the request of governments for intensive study in their special fields, 
i.e., psychiatric nursing. In consultation with government officials, they have made 
recommendations to assist the governments to implement new programmes or 
reorganize and strengthen existing programmes. 


The field projects have covered a very wide range of activities in all fields of 
nursing. They have been particularly concerned with improvement of quality of 
nursing practice, through refresher and supplementary courses and in-service training 
for existing nurses and midwives, and with post-basic courses at national level, to 
prepare qualified nurses and midwives for teaching, supervision and administrative 
responsibilities and for special fields of service such as public health nursing. New 
programmes in basic nursing have been established and existing programmes for 
preparation of nurses and midwives at the professional and auxiliary level have been 
reconstructed and strengthened. This has also included developing and improving 
the clinical areas for improved nursing service and for demonstration of clinical 
teaching and nursing practice in hospitals, health centres and the domiciliary services. 


In the early years, many of these programmes were “‘ emergency ” in nature and 
designed to prepare personnel to meet urgent needs for service. These programmes 
have had to be critically evaluated in terms of meeting long-term objectives and 
establishing stable and effective services. 


As facilities for general education have increased, entrance requirements in all 
schools of nursing have been made higher and the curricula revised and broadened 
proportionately. Teaching methods have been improved and nursing education 
administration strengthened. 


Nurses are taking an increasingly active interest in professional problems and 
national committees on nursing are active in almost every country in which WHO 
assistance is being given. Every effort has been made to improve the relationships 
between all members of the health team with the objective that co-operative planning 
and working together in a spirit of mutual understanding for common goals would 
result in better service. Inter-disciplinary committees with nurse representatior 
are functioning in several countries, as advisory bodies to governments on matters 
pertaining to nursing education and service. 


New legislation, controlling nursing and midwifery education and practice, 
registration and examinations, has been passed in several countries. In some countries 
existing legislation has been revised and in others it is under review or revision. 


These developments indicate a changing attitude towards nurses and nursing 
and a greater appreciation of the contribution which well-trained personnel can make 
in the improvement of services for the health and welfare of the nation. This is 
further evidenced by the fact that for the first time in the history of some of the 
countries, nurses have been appointed as directors or assistant directors of schools 
of nursing and nursing service and there is nurse representation at national govern- 
ment level in at least half of the member states. 


This is a very brief account of some of the activities in which nurses have been 
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engaged during the short history of WHO in the Western Pacific Region. 


Slowly we have seen these changes taking place. Increased numbers of qualified 
nurses and midwives are now providing care in hospital, home and clinic. Nurses 
have learned that the status of nursing depends largely on nurses. 


The development of the profession is influenced by social forces but to a large 
extent it depends on leadership within itself. In many countries, nursing is changing 
from a menial job to a “ helping profession’. In these countries, we look with hope 
to the day when nurses will be able to meet the five essential functions of the profes- 
sional nurse as agreed by the representatives from 55 countries at the Technical 
Discussions held at the 9th World Health Assembly when they discussed ‘‘ Nurses, 
their Education and their Role in Health Programmes ”’.1 


In an address to the American Nurses’ Association in 1956, Dr. Margaret Mead 
stated :? 

“I have tried to identify this thing that everybody who is a nurse does, and how the service 
you give to our society could be phrased. It seems to me that you protect the vulnerable, that 
you protect all those who are or could be in danger, in any kind of danger—from illness, from 
strain, from shock, from fatigue, from sorrow, from grief; that every spot in this society where 


there are those who are in danger and who need continuous concern, this is the place where 
you might function. 


“7 am not talking about any individual nurse now, because each nurse only does a part of 
this, but you are now a great association. You have formed one of the important groups of 
this country, standing for certain kinds of good; and you stand between all those who are vulner- 
able and the possibility that the community may forget them, may not care for them, may not 
give them enough rest, may not let them go to bed when they ought to go to bed, may not provide 
them with a shoulder to weep on, or a place to rest. The need for this function of protecting 
the vulnerable is one that will never disappear. There is no possibility of a human society 
where it will not always exist ”’. 

We have a long way to go before this role of protection of the vulnerable can 


be achieved, this requires special qualities and special qualifications in nurses. 


It has been said “‘ One only sees well with the heart”. We need nurses with 
professional competence and skill but we also need nurses who have that quality 
of seeing with the heart. This quality has been called love, empathy, sympathy, 
compassion. Whatever it is called, it is a quality of strength possessed only by great 
men and women, a quality which is universally admired in theory and imperfectly 
displayed in practice. 


Our objective is “ the attainment by all peoples of the highest possible level of 
health’. This is defined as “* a state of complete physical, mental and social well- 
being and not merely the absence of disease and infirmity ”’.* 


This objective will not be fulfilled in our time but we hope our efforts in the next 
decade will be useful in building this better future for mankind and in assisting the 
United Nations, our parent Organization, to bring peace and understanding to all 
nations. 


1See International Nursing Review, Vol. 3, No. 2, Page 11 for full details. 


*Mead, Margaret, ‘“* Nursing—Primitive and Civilized,’ American Journal of Nursing, August 
1956, p. 1001-1004. 


’Constitution of the World Health Organization. 
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WHO's European Programme in Nursing 
FERNANDA ALVES DINIZ 


Regional Nursing Adviser 


HE World Health Organization in Europe has greatly developed inter-country 

activities, that is, programmes in which several or all countries in the Region 
pool their knowledge, experience and ideas. An exploratory inter-country meeting 
may usefully be followed by an educational one—seminar or training course—in 
which, again, a number of countries take part; or an advisory group may meet to 
formulate recommendations. In nursing, as in other domains, the WHO Office 
for Europe has followed this pattern. 


The needs of the European Region of WHO may differ from those of other 
Regions, yet a shortage of nurses is a feature the Region has in common with others. 
The shortage is particularly acute when it comes to public health nurses and nurses 
in administration and teaching, for which special training, not available in every 
country, is needed. At present, nursing education programmes do not generally 
prepare nurses for the full range of activities they may be called upon to perform. 
This is particularly true for preventive work and for health education, and a great 
deal needs to be done in order to equip nurses for their important duties in these 


respects. A revision of education programmes may help to overcome present 
shortcomings. 


Nursing is, of course, closely allied to other health and welfare activities and 
cannot well be considered in isolation from these, and, if it is to contribute in full 
to the raising of health standards, it must keep pace with developments elsewhere— 
in medicine, in social organization, in public health, in education, for example. 
New knowledge thus needs to be continuously incorporated in basic and post-basic 
nursing education. Keeping pace in Europe has not always been easy and, again 
speaking generally, nursing education has tended to preserve older modes and 
methods. Here the problem of personnel quantity is linked to that of quality, for 
shortage of nurses has meant that student nurses have often to work as nurses or 
auxiliaries rather than as students: in some places this apprenticeship system is still 
showing itself to be very wasteful of time and of new recruits. A fresh approach to 
professional aims and standards is needed. 


The present inter-country programme of WHO in Europe, with its accent on 
nursing education, was planned in response to requests from all over the Region and 


- grew from a series of meetings which took place in 1950 in the Netherlands, in 1953 


in Switzerland, and in 1954 in Turkey. At these meetings the interests and needs 
of the Region in relation to nursing were explored and defined. Since then, inter- 
national meetings have concerned themselves successively with the basic nursing 
curriculum, with post-basic nursing education, and with nursing in special fields. 


A sound basic programme is an essential prerequisite for nursing education, 
and the review of nursing education in Europe started with a Study Group on Basic 
Nursing Curriculum (Brussels 1955). Twelve participants working in nursing 
education and administration, medicine and general education, defined the scope 
and content of a basic nursing programme, and related it to general education. They 
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were particularly concerned with educating the nurse to meet professional demands 
and to accept responsibility as a social-minded individual. In the group’s opinion, 
‘* the basic programme should provide a broad and sound foundation for the effective 
practice of nursing in all fields and a base for specialization and advanced nursing 
education”. 

The increasing complexity and difficulty of patient care and public health work, 
with resulting demands on nursing education and administration, makes it very 
difficult for unprepared nurses to assume teaching or administrative positions, or to 
do senior work in special branches of nursing. Nurses need to strengthen their 
general education and should learn to give leadership in the application of new 
nursing knowledge. 


The Conference on Post-basic Nursing Education, the second of this series 
of meetings, was held at Peebles, Scotland, in 1956. Fifty-two participants 
nominated by 18 countries attended, assisted by consultants in nursing education, 
general education, psychology, sociology and public health. The group concluded 
that post-basic education is needed in every country to prepare nurses for specialized 
fields of nursing, for nursing education, teaching, supervision and for team-work. 


The conference advocated two levels of post-basic nursing education, with 
programmes in education, administration and nursing specialties. Though the 
complexity of nursing inevitably encourages specialization, the conference considered 
that “ extensive research is desirable to analyse the needs in each field of specialization, 
to establish the principles common to all and prevent overlapping in the post-basic 
course ”’. 

This question was studied at two meetings in 1957 concerned with industrial and 
psychiatric services: the Seminar on the Nurse in Industry, held in London, was 
organized jointly with the International Labour Organization. The 40 participants 
considered the place of the nurse in the occupational health team, defined her functions 
and discussed her professional education. At the Seminar on the Nurse in the 
Psychiatric Team, which took place at Noordwijk, in the Netherlands, nurses, psychi- 
atrists, psychologists and psychiatric social workers from 18 countries discussed the 
roles of each professional worker in the team. The role of the nurse was examined 
particularly with a view to basic and advanced education. (A report on this Seminar 
appears on page 45 of this issue of the International Nursing Review). 


In addition, WHO in Europe assists a number of countries in the development 
of their nursing services, and through its fellowship programme, in which all member 
countries take part, some 20 to 30 nurses every year are enabled to pursue advanced 
studies abroad. 


To take a look into the future, the present inter-country programme is to go 
forward, concentrating this year on public-health nursing (a conference will take place 
in Helsinki in August) and the following year on the organization and administration 
of nursing services. As before, the results of the fact-finding inter-country meetings 
are to be consolidated through the fellowship programme and through training courses. 


At the same time, developments should continue in the countries now building 
up their health services. This is, of necessity, a slow process, but through pooling 
the experience and some of the resources of the Region, acceleration may be possible 
in the years to come. 
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Nursing in the African Region 


LYLE CREELMAN 
Chief, Nursing Section. WHO 


HE African Region of the World Health Organization comprises all countries 
South of the Sahara. This is an area equal to that of India, China and the 
United States combined. However, its population is much smaller—approximately 
145 million. On the whole it is a continent in full evolution with all the problems 
which go along with underdevelopment—malnutrition, diseases such as malaria, 
yaws, bilharzia, tuberculosis. Gradually these diseases are being conquered. 


As in most countries of the world, the need for more nurses and midwives in 
the African countries is very great. There are various stages of development from 
the well-established schools of nursing of South Africa to conditions such as in 
British Somaliland where it is only since 1953 that there has been any school for girls 
and where practically 90% of the people are nomadic. In every country interesting 
developments are taking place. For example, the newly independent Ghana has 
two schools of nursing which have reciprocity with the United Kingdom. The very 
fine new school of nursing at the University College Hospital situated in Ibadan 
(Western Region of Nigeria) trains nurses in the country to State Registered Nurse 
(S.R.N.) standard. Moreover, in that basic training there is a “‘ community nursing ” 
block of two months which gives the student community experience equal if not better 
than that given in most nursing schools of so-called economically developed countries. 


The governments of the African countries are very concerned about the shortage 
of nurses and midwives—not only for hospitals but for the expansion of health services 
in the community. Everywhere there is an intense desire on the part of the people 
for education and for health services. Mothers will walk miles with their “ pickins ”’ 
strapped to their backs just to have the baby weighed, perhaps to have a word with 
the nurse—not much more is possible when over 100 mothers come to a morning 
session—and to get some “‘ medicine ”’ in the bottle. 


Much is being done to improve the quality of nurse training and to increase the 
numbers being made available. The greatest obstacles to rapid improvement are 
lack of finances, lack of educated young men and women, lack of tutors and lack of 
hostel accommodation, especially for the women. 


The World Health Organization is now receiving many requests for assistance. 
Some of these requests are for nursing tutors for schools of nursing, others are for 
health visitors to help train auxiliary public health workers. These latter will also 
' be trained as midwives because where up to 90% or more of the babies are born 
with only an untrained village woman in attendance, the need for this service is very 
great. 


The first WHO nurse to be assigned to the African Region was Miss Birgitte 
Haugland, a Danish Public Health nurse. Her assignment was to the Seychelles, 
a small group of islands in the Indian Ocean, three days seas voyage from the African 
mainland. There she helped to train some local nurses as “ health visitors ”—the 
first on the islands. They are now carrying on by themselves and Miss Haugland has 
taken a new assignment in Zanzibar—also a small island, just off the coast of Tan- 
ganyika. 
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She summarizes some of the problems of her new work as follows: 


The Zanzibar protectorate has virtually no female health workers outside the 
hospitals and only a limited number working inside. WHO has been approached 
with a request for a survey to assess the needs in the rural areas in respect of female 
health personnel and to advise how this need can be met under the prevailing con- 
ditions. Barely one-third of the children enrolled in the primary schools are girls 
so the source of supply of suitable trainees is very restricted. Moreover, the Education 
Department makes heavy demands on the limited numbers of educated girls available 
and generally speaking these girls find teacher training more attractive than nurse 
training. 


The rural dispensaries are, at present, staffed by male health workers and only 
slightly more than one third of the total trained nursing and midwifery staff is female. 
Admittedly, female nurses cannot yet give nursing care to male patients for the 
country is largely Muslim, with many women still in purdah. 


An urgent need in the rural areas is for a domiciliary midwifery service. It is 
estimated that 15 to 20% of all deliveries take place in the hospitals, but these are 
chiefly of town dwellers and about 5% of all deliveries are attended to by a limited 
number of domiciliary midwives working in Zanzibar town. The rural areas, how- 
ever, lack the services of trained midwives. 


There is also a definite need for health visitors in the rural areas, where no home 
visiting and health teaching take place and at present only male health workers are 
available for the care of mothers and infants. 


What, then, are the plans and hopes for the future with the above conditions 
in mind ? It is felt that a turning point has been reached and that the next years will 
bring about great changes. With limited financial resources and the previously 
mentioned great demand by the education authorities for educated girls to go in for 
teaching, it will be necessary to move slowly but steadily. If in a few years the most 
urgent needs in respect of female teachers have been filled, the Health Department 
will have a choice of more intelligent and better educated girls and in this connection 
it is hoped that future development plans will include the construction of a hostel 
for female student nurses and health visitor students. 


In the meantime, the Government is considering the question of training some 
more mature women with a lower educational standard for domiciliary midwifery 
in the more densely populated rural areas and WHO assistance may be asked in this 
connection. 


La Réunion, an overseas department of France, is also a small island—in the 
Indian Ocean. Mme. Servais, a Belgian nurse tutor, also qualified in public health 
is helping to develop the basic nursing course. On nearby Mauritius, Miss Dolphin, 
a nurse tutor from Canada is assisting the Government in the establishment of a 
central school of nursing. These are some examples of assistance given by WHO. 


The WHO African nursing programme seems so far, to have specialized on 
islands!—but the WHO tutors and public health nurses give just a little extra help 
and encouragement to the Governments whose responsibility it is to plan for the best 
possible nursing service for their population. 
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Trends in Nursing in the Region of the Americas 


AGNES W. CHAGAS 


Adviser in Nursing Education for the Region of the Americas, Pan American Sanitary Bureau. 


URSES in the Americas can wear their caps a bit more jauntily nowadays as 
they reflect on the status achieved by their profession in the course of thirty 
or forty years of reaching upward for recognition and acceptance as a professional 
member of the medical team. Their metamorphosis from untutored attendants to 
clinical instructors and ward supervisors has been wrought in the face of seemingly 
insurmountable barriers. The dogged determination of the new generation of well 
prepared young women to provide intelligent nursing service, often in an atmosphere 
of uncertainty as to their functions or even as to their suitability for advanced duties, 
has helped to break the barriers. 


The metamorphosis is not complete by any reckoning, nor is it equally developed 
throughout the hemisphere. Social evolution which has made possible the rise of 
the professional nurse is well along in many countries, but is incipient in others. 
Some semblance of uniformity must await improvements in social attitudes and 
especially the up-grading of the status of women and the development of economies 
which will permit the extension of secondary education to large numbers of young 
women. Establishment of a higher level of education as a prerequisite for entering 
schools of nursing will follow closely. Promising signs can already be noticed in all 
countries, and these form the basis for optimistic and confident prognosis for the 
future. 


LACK OF FORMAL TRAINING 


The bulk of hospital nursing personnel in Latin America have not received 
formal training and the majority of hospitals do not employ even one graduate 
nurse. As a result when graduate nurses enter their first employment there is a 
tendency toward “ leapfrogging”’. They have had to assume little of the expected 
duties of bedside care in the hospital, but have been precipitated into functioning as 
ward supervisors, clinical instructors,-or even administrators of nursing services, 
roles which formerly had been exercised by the physician. Since for many years this 
fact was not understood or accepted, no provision was made in the schools of nursing 
to prepare their graduates for these new functions. Within the last few years, however, 
‘a growing understanding of the problems of the new graduate have led to attempts 
to equip her for her new roles by: 


1. Broadening her preparation for her actual duties through short supplement- 
ary courses of 3 to 6 months duration in teaching and supervision. 


2. Placing courses and practical experience in teaching and supervision in the 
basic curriculum so that future nurses might not need supplementary 
education along these lines after graduation. 


3. Establishing post-graduate courses in nursing administration. 
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In recent years also, some progress has been made in distinguishing between 
the professional nurse and the nursing auxiliary, both of whom are essential if properly 
prepared and employed. Generally, little if any distinction has been made between 
a graduate nurse and the untrained or trained auxiliary but in several countries this 
situation is being remedied. This lack of discrimination has been apparent, especially 
in the realm of salary and position classification. There is often no separate career 
for the graduate, as distinct from the auxiliary. Often a well prepared professional 
nurse leaves a government-recognized school armed with the latest knowledge and 
techniques of nursing only to be placed under the supervision of a well-entrenched 
auxiliary, whose salary, as well as authority, exceed that of the graduate nurse. 
The disadvantages of this situation when trying to offer incentive to a serious-minded 
nursing student or to recruit larger numbers of young women are obvious. Improve- 
ment in this area has been slow but already several countries have approached the 
problem by setting up classification systems of posts and salaries along two separate 
lines for the professional and for the auxiliary nursing personnel. 


GOVERNMENT CONTROL OF SCHOOLS OF NURSING 


In Latin America generally, the national government has control of the school 
of nursing and its recognition, as a natural outgrowth of its long-exercised sponsor- 
ship of health services and education. The majority of schools have been financed 
by the Ministries of Health or Education, although in some countries schools are 
annexed to autonomous universities. Until recently, non-governmental organizations 


and even the professional association have had little influence over the preparation 
of nurses. 


A recent innovation in programmes under the guidance of the Pan American 
Sanitary Bureau, Regional Office of the World Health Organization (PASB/WHO), 
seeks to attract greater participation of these groups. Now under way in Costa 
Rica, Bolivia, and Ecuador are programmes which promise to unite governmental 
and non-governmental health and medical resources to broaden public support of 
the professional nurse concept and to enable realistic financing of nursing schools. 
This has been achieved by calling on the national associations campaigning against 
cancer, tuberculosis, leprosy, etc., and on industrial organizations which have profes- 
sional nurses on their staffs, to contribute funds for the maintenance of a school. 
Members of these agencies are on its Board of Trustees. The Board helps raise 
funds, maintain and control finances, and examine and approve school budgets. 
Quota assessments may or may not be made against the participating organizations, 
pro-rated according to their use of professional nurses. In some instances, chairman- 
ship of the Board is retained within the Ministry of Health of the country, in others 
itis not. The trend exists and should provide increased public awareness and support 
not only of the idea of nursing as a recognized profession but of the benefits to be 
derived from high standards. 


A government agency (in some cases, the Ministry of Health, in others, the 
Ministry of Education) has the procedural function of registering diplomas 
of nurses graduating from schools recognized by the government. The 
professional nursing associations have only recently participated in establishing 
standards of accreditation. In several countries legislation sponsored by the nursing 
22 














APRIL, 1958 





profession to establish educational standards for distinct groups of nursing personnel, 
and to control licensure to practice has been enacted. This has been accomplished 
where active, nation-wide nursing organizations exist and the pattern is being followed 
gradually as the nursing organizations in other countries become stronger and 
understand their responsibilities more clearly. 


These organizations have acquired such authority primarily through the very 
essential groundwork in developing leaders laid over the past 35 years by the national 
health authorities working with such groups as the Rockefeller Foundation, the 
Kellogg Foundation, PASB/WHO, and the bi-lateral programmes undertaken by the 
International Co-operation Administration and its forerunners. The unique 
contribution of PASB/WHO to this movement stemmed from their constitutional 
mandate to act as a co-ordinating agency in health programmes. In this capacity 
and sensing that the profession had reached the point where it could benefit from 
exchange of information and ideas between nurses from countries where nursing 
was in different stages of development, the Bureau in 1949 began providing opport- 


unities for international meetings in the form of seminars, workshops and regional 
congresses. 


EXCHANGE OF EXPERIENCES BETWEEN NATIONAL GROUPS 


At such meetings, mutual experiences are discussed and major problems pin- 
pointed, so that more effective plans may be laid at the national level as well as on 
regional and international planes. The underlying concept has been that such ex- 
changes would provide the national groups with assistance to solve their own problems 
as their local conditions and stage of professional development permit. There is still 
unequal development, but in all countries there may be noted improvement in nursing 
education standards and an increasing acceptance of the graduate nurse as a profes- 
sional. Clear evidence of this recognition can be found in the creation of nursing 
services at the national level within the Ministries of Health, under the direction of 
professional nurses. Sixteen of the twenty-three countries in this Region have now 
established this pattern in their national health services. 


LONG-RANGE PLANNING 


The ultimate stage in professional self-determination is now apparent in several 
countries where, under the sponsorship of the national nurses’ association, careful 
analysis of their nursing resources and needs is being carried out as a basis for long- 
range planning. In these studies nurses are seeking and obtaining the collaboration 
‘of governmental health and educational authorities, philanthropic foundations, 
international health organizations, medical groups and private citizens. 


Although there are still many weak spots, the overall picture of nursing in the 
Americas is encouraging. Continuing development of national economies, improved 
general education for women, and greater recognition of their potentialities, have 
resulted in the up-grading of standards of nursing education, a growing control of 


planning and execution of nursing programmes by nurses, and the emergence of a 
self-determined nursing profession. 


23 














INTERNATIONAL NURSING REVIEW 





Nursing in South East Asia 
ELEANOR S. GRAHAM 


Regional Adviser on Nursing 


HEN WHO began, ten years ago, to survey health needs and to plan with 

the governments of the countries of South East Asia, it was immediately 

realized that one of the greatest problems was the shortage of trained health workers. 

The measure of this need can be gauged by the fact that among India’s population of 

more than 350 million (1951 census) there were only 31,517 nurses and 23,938 mid- 
wives. 

There were schools in each country in the Region for training nurses and 
midwives, but they were too few. The output needed to be increased, the standard 
of training raised, and the curricula modified. It was important that both nursing 
and midwifery students should be taught public health. 


Accordingly, the first nursing projects to be assisted by WHO were in nursing 
and midwifery education. International nurse tutors were assigned to help in expand- 
ing and strengthening existing schools and in establishing new ones. In most cases 
the team consisted of a senior nurse tutor, a midwife tutor and a public health nurse 
with sometimes an additional nurse tutor for practical teaching in the hospital wards. 
The aims of such projects were: 


(1) To expand and upgrade the training programmes of nurses and midwives; 


(2) To modify the curricula in order to include the teaching of public health 
and domiciliary midwifery and to give greater emphasis to such important 
subjects as pediatric nursing; 


(3) To develop the necessary practical training fields; 


(4) To establish in-service staff education programmes for graduate nursing 
and midwifery staff; 


(5) To prepare national counterpart tutors to take over a responsibility for the 
training programmes. 


In the past ten years WHO has assigned teams of from one to four tutors to 
each of 24 schools of nursing or midwifery to give the above type of assistance. At 
first, one of the greatest handicaps was a lack of suitable national counterparts 
because there were not the qualified nurses available. WHO helped by granting 
overseas fellowships and by conducting short in-service courses for tutors. 


The limited development of public health services made it difficult to arrange 
for practical training in public health. However, close collaboration was established 
with WHO-assisted maternal and child health, tuberculosis and venereal disease 
control projects. International nurses worked on most of these projects, and one of 
their duties was to help in the field training of nursing and midwifery students. There 
were scarcely any textbooks in the local languages, but gradually the supply has been 
increased. Governments are preparing texts, often with WHO assistance, and lecture 
notes of WHO tutors have been translated and mimeographed. 


As soon as the key nursing and midwifery schools had been strengthened, the 
next step was to help the countries to train their nursing leaders locally, and to 
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strengthen nursing administration at the Directorate level. Aid has been given in 
developing post-graduate courses for nurse and midwifery tutors and public health 


nurses in Burma, Thailand and Indonesia, and for midwife tutors and public health 
nurses in India. 


Ten years ago there were in South East Asia three post-graduate courses for 
training nurse tutors (all in India), and none for public health nurses. Today there 
are seven for tutors and six for public health nurses, most of which have had assistance 
from WHO. The shortage of qualified tutors and public health nurses is still great, 
and, all too frequently, the best use is not made of those who are available. However, 
increasing numbers are being trained, and there is a growing awareness of the 
importance of using them to better advantage. 


The field of mental hygiene is one which is now being given greater attention, 
but there are very few trained psychiatric nurses anywhere in the Region. In 1956, 
with WHO assistance, the first course for training psychiatric nurses was established 
in India. This is now being used as a regional training centre. 


For a number of years, assistance has been given in conducting refresher courses. 
WHO nurses in almost all projects give help, as part of their duty, to refresher courses 
for tutors, matrons, pediatric nurses, public health nurses, health visitors, midwives 
(especially courses in domiciliary midwifery). 


Ten years ago India was the only country in the Region which had a nurse in 
the Health Directorate. Today there are nurses in the Directorates of Health in 
Burma, Ceylon, India and Thailand; there are nurses in the Directorates of six of the 
fourteen States in India, and Indonesia has made provision for the appointment of a 
chief nurse. 


WHO has provided country nursing advisers to Burma, Ceylon, Thailand, and 
to three States in India and there are plans to provide them in Afghanistan and 
Indonesia and in two additional states in India. Fellowships are awarded for advanced 
study in nursing administration. 


In 1956, a WHO-sponsored Regional Seminar on Nursing provided the first 
opportunity for nurses in South East Asia to meet and discuss mutual problems. It 
demonstrated that this type of session can be very useful in helping senior nurses 
to clarify their thinking and to plan the ways in which they can exercise leadership 
in their profession. 


The participants have since stimulated follow-up activities in their own countries. 
As a result of one of the suggestions at the Seminar, plans are under way for a WHO- 
sponsored Regional Conference in 1959 to study what the categories of auxiliary 
nursing personnel should be and how they can best be used. 


Considerable progress has been made, but much still remains to be done. The 
output of the nursing and midwifery schools falls far short of requirements, and the 
quality of training still suffers from the shortage of qualified tutors. Graduate 
staff is not always used to best advantage. Administrative procedures tend to be 
cumbersome and ineffective, and at times there is evidence of a lack of careful 
planning. However, governments are becoming increasingly aware of the needs 
and are giving more attention to establishing priorities in drawing up plans. 
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WHO sees its objectives in nursing for the next few years as: 


(1) 


(2) 


(3) 


(4) 


(5) 


Assistance in further developing the administrative machinery for nursing 
service and nursing education by providing advisers at the country and 
state level. 


Assistance in further developing local post-graduate training in nursing 
education and administration and in public health nursing; the provision 
of overseas or regional fellowships for such advanced study as is not yet 
available locally. 


Encouragement of national personnel to assume responsibility for conduct- 
ing and upgrading the basic training programmes for nursing and midwifery 
personnel. Afghanistan and Nepal will continue to need direct assistance 
through the provision of WHO nurse tutors to individual schools. In the 
other countries the WHO personnel assigned under (1) and (2) above will 
give what assistance is needed, except for training in psychiatric nursing 
and in integrating public health into the basic curriculum, for which WHO 
tutors will still be assigned directly to schools. 


Continued support of refresher courses for all categories of nursing and 
midwifery personnel, especially those who have teaching, supervisory or 
administrative responsibilities. 


Further stimulation of nursing leaders to study ways and means of improving 
nursing service and nursing education, through assistance with conferences, 
seminars, etc., at the local, country and regional level. 
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Ten Years of Health Progress in the Eastern 
Mediterranean Region 


DR. A. H. TABA 


Regional Director 


HE first decade in the history of the World Health Organization has been a 

highly significant period for the seventeen countries and territories that comprise 
the Eastern Mediterranean Region. For in each one of them notable progress has 
been made up the ladder towards our common aim of providing “ the highest possible 
level of health ” for all people. 


Geographically the Region is located mainly in sub-tropical and tropical belts, 
and its health situation is typical of such areas. Great distances separate its capitals, 
but distances can and have been bridged. Now, at the end of the first ten years, 
183 WHO projects have been completed, there are seventy-seven health projects 
in operation and more are being planned. By far the greatest number are in com- 
municable diseases, recognized universally as the outstanding health problem. 
Now when these diseases appear they can be localized and controlled by national 
health services, with assistance, if necessary from WHO. 


The fight against debilitating endemic diseases is well under way, and so far, 
the most important successes have been registered against malaria. All governments 
have also launched campaigns against other common illnesses such as trachoma, 
venereal diseases, bilharziasis and other parasitic afflictions. They are using the 
most modern methods to combat them, and, thanks to the advance of science, are 
able to accomplish results in many fields that were undreamed of even a few years 
ago. 

The basic need to train doctors, nurses and public health officers, as well as to 
develop a medical and health corps dedicated to rural service, has led to the two 
main trends in the work of the World Health Organization in the Eastern Mediter- 
ranean Region—assistance to governments in the strengthening of public health 
services (a most important point in these developing years of countries in the Region) 
and—extending and improving educational facilities for medical and related profes- 
sional and technical personnel, including auxiliary health workers. 


An increasing amount of the Regional budget is devoted to education and 
training activities, and this year the figure wiil represent more than a third of the 
-total. This is being used in the establishment and improvement of medical and 
nursing schools and other training and research institutions, while the awarding of 
fellowships to physicians, nurses, sanitarians and other health personnel is one of 
the important ways in which we try to fill the often enormous gaps in our human 
resources. 


The exchange of personnel and of ideas, particularly between neighbouring 
countries, the recognition that many of the difficult health problems that must be 
solved are common to all, is a fount of courage and hope for devoted public 
servants, who, in isolation, might easily be tempted to believe that their problems 
were insoluble. 
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A Library devoted to World Health 


H. A. IZANT 
Chief, Library and Reference Section, WHO 





HE necessity for an adequate library and reference service to assist the staff con- 

cerned with the technical work of the Organization was recognized in the earliest 
days of WHO, and since the acquisition of the first books and periodicals in December 
1946 the WHO Library has grown rapidly. Today, thanks in part to the inheritance 
of the library of the Office International d’Hygiéne Publique it contains over 35,000 
volumes, in addition to large collections of reprints, mimeographed documents and 
official governmental reports. A representative collection is maintained of modern 
works in several languages on most branches of medicine, but particular emphasis 
is placed on public health, communicable diseases, environment sanitation, nursing, 
and other specialties emphasized in the programme of the Organization. A special 
and important feature is the large international collection of periodicals; the WHO 
Library is now receiving over 1900 periodicals, representative of the world’s output 
of medical and public health current literature. Included amongst these are naturally 
the more important periodicals on nursing, irrespective of language of publication 
or country of origin. 


The functions and responsibilities of the WHO Library are considerably more 
extensive than those of a normal library service, and the regionalization of the 
Organization has inevitably presented us with a considerable number of problems. 
Moreover, the original conception of the WHO Library as a small working collection 
specifically and wholly intended for the use of the WHO Secretariat has had to be 
adjusted to face the fact that it is now one of the larger collections of current medical 
and public health literature in Europe and is being called upon more and more for 
inter-library loans and for the supply of microfilms and photo-copies of material 
not available elsewhere. 


Most of the difficulties in the provision of library services in WHO come from 
the fact that more than two-thirds of the technical staff are working away from 
Geneva. To begin with, the service developed tended not unnaturally to concentrate 
on the easier task of assisting the staff at the Headquarters in Geneva. Since 1952, 
however, increasing efforts have been made to see that WHO technical staff, irrespec- 
tive of duty stations, have reasonable access to the literature they need for the efficient 
execution of their duties. Thus for nurses working in WHO projects far removed 
from libraries and bookshops, one of the first tasks is to see that arrangements are 
made for them to receive regularly certain nursing journals, so that they can keep up 
to date in their work. The WHO Library places annually well over 300 subscriptions 
to periodicals on nursing and allied topics to be sent to nurses in WHO teams and in 
WHO. assisted schools of nursing scattered throughout the world. 


It is sometimes not enough, however, to arrange for the supply of current 
journals; all too frequently it is found that libraries or even small collections of books 
are lacking in nursing schools and that students and teachers alike have no access 
to the textbooks and reference works they require. In such cases small collections 
of works have been made available by WHO to serve, it is hoped, as the basis of the 
future library of the school. 
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Another way in which the WHO Library tries to keep the WHO staff up to 
date in current development in their subjects is by the provision of an indexing 
service to current literature. The contents of over 1,100 periodicals in 18 languages 
are systematically scrutinized and index cards prepared for those articles likely to 
interest the WHO specialist. This service was at first limited to Headquarters staff, 
but the purchase of improved photo-copying equipment in 1956 enabled the distribu- 
tion to be extended, and index cards are now sent weekly to all regional offices and 
interested regional advisers. In the case of nursing, there is in addition to these 
cards the-monthly bibliography of current articles on nursing which is prepared in 
the WHO Regional Office for the Americas and sent on request to all WHO nurses. 
Photo-copies of the articles listed can be made by the Library so that the WHO 
nurse on the periphery of the Organization can be supplied rapidly with any article 
she may wish to read and which she cannot find locally. In 1957 photo-copies of 


over three hundred articles were sent on request to WHO regional offices and field 
staff. 


The Library has also collaborated in the arrangements for WHO nursing 
seminars and conferences by the provision of reading lists and of small working 
libraries. For the conference on public health nurses held at Leyden in 1950, a small 
basic library of books, reprints and periodicals dealing with the conference subjects 
of nutrition, mental health and health education was assembled, together with card 
indexes to current articles and book lists for further reading. Interest was aroused, 
it was reported, not only in the use of the library materials themselves, but in the 
problems of developing library services for nurses. 


At the Nursing Education Seminars organized in the WHO Western Pacific 
Region (Taipei, 1952; Fiji, 1955), the provision of resource materials, including books, 
pamphlets, reprints, photo-copies, etc. formed an integral part of the planning. 


For many of the participants, the small working library provided for the WHO 
nursing seminar or conference was their first contact with a representative collection 
of professional literature. All too frequently in their study they had been cut off 
from sources of information, and the books and periodicals displayed opened their 
eyes to the wealth of experience and learning available on the tackling of problems 
common to all. For others, the reference libraries provided an opportunity to evaluate 
critically the literature they might need for themselves in the future, and stimulated 
the wish to build up local library services to assist in the professional education of 
nurses. 


The index to the current periodical literature mentioned above has formed 
’ an indispensable element in the provision of a reference service available on request 
to WHO and associated staff and to the medical and health departments and institu- 
tions of WHO member Governments. A large number of inquiries have been dealt 
with and bibliographies supplied on such topics as methods of teaching in nursing 
schools; nursing staff requirements for hospitals; basic nursing education; nursing 
textbooks in French, in German; and since 1953 an average of a hundred more or 
less major bibliographies have been compiled annually. The WHO Library also 
collaborated in the preparation of a bibliography of text and reference books suggested 
for basic and post-basic nursing education programmes a revised edition of which 
appeared in July 1957. 
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Bush Nursing Across a Continent 


The Australia-wide Bush Nursing Service provides one of the colourful stories 
in nursing history. In this series of articles, members of the Royal Australian 
Nursing Federation describe the early beginnings of the Service and its 
development to the present day, when it stretches across a continent. 


The Beginning of Bush Nursing in Victoria 
E. FRANCIS 


Superintendent, Victorian Bush Nursing Association 


TD USH Nursing in Australia began on December 8th, 1909. On that date Her 

Excellency the Countess of Dudley, wife of the then Governor General, called a 
meeting at Government House, Melbourne, to discuss the extension to country 
districts of district nursing, which had begun in Melbourne in 1885. 


The Countess had previously seen district nurses of the Queen Victoria Jubilee 
Institute of District Nursing operating in country districts in Ireland. In her travels 
about Australia she was quick to appreciate the need for such a service there. She 
thought “ the projected scheme of bush nursing should do much to minimize the 
risks which in times of accident or illness are inseparable from the lives of those who 
live far removed from the advantages which the progress of science and civilization 
bring to the doors of dwellers in less lonely places. 


Lady Dudley enlisted the aid of the late Sir James Barrett, who in a voluntary 
capacity was to devote his long life to the service of bush nursing and many other 
social services. No man in Australia shouldered more responsibility in cultural and 
social movements than this wise, far-sighted organizer who laboured for love of service, 
beyond thought of reward. 


The remarkable growth of bush nursing in Victoria was due to his unremitting 
care and skill as organizer, financier and friend. The appeal for funds was readily 
supported by Lord Carmichael, the Governor of Victoria, by Lady Carmichael and 
Dame Nellie Melba, who gave a benefit concert to establish a foundation fund, 
which raised £10,000. 


The first bush nurse was established at Beech Forest in the Otway forest district 
Victoria, in February 1911. The proposal brought forth quite a lot of opposition. 
The medical profession thought people would consult the bush nurse and so be lost 
as patients. Nurses were not enthusiastic, and the public feared they would have 
another charity to support. 


John Flynn, later famous as “ Flynn of the Inland,” was a school teacher at 
Beech Forest just prior to this time and he spread the news as soon as possible through 
his publicity magazine The Inlander. In a long informative article he hailed the bush 
nurse and declared the basis of the bush nursing as sound as a rock. 


There is evidence that while teaching in the “‘ crude tiny school” at Beech 
Forest, the birthplace of bush nursing, John Flynn received the first inspiration 
from which developed his great Inland Medical Services—the Australian Inland 
Mission Nursing Homes and the Flying Doctor Service. John Flynn provided a 
medical and nursing service for the “ wilderness and the lonely lands” outback, 
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while James Barrett’s bush nursing provided for the less sparsely settled areas. The 
two services are complementary, where one ends the other begins. Both are decentral- 
ized and encourage maximum self-help, and link the city and country interests. Lady 
Dudley called it “the great principle of corporate responsibility ’—‘* Mercy and 
comradeship’. John Flynn said “‘ Our supreme concern is with the spirit of man. 
The Flying Doctor Service will be a wonderful Sacrament of Comradeship, revealing 
the essential unity of our busiest cities and our emptiest provinces.” 


By the end of 1914 twenty Centres had been established, and at once the practical 
difficulties became obvious. No nurse could be satisfactorily employed who did not 
possess both a General and a Midwifery Certificate. Except for trivial cases and 
emergency, she could only act under medical direction, thus communication was an 
essential. Transport was a nightmare. At Orbost, a nurse’s car was bogged three 
times in one day. Another night she was stranded for three hours with the car up 
to the engine in water. At Otway, a nurse rode nine miles on horseback, scrambled 
downhill on foot, realized she had missed the track, so climbed back, to find it, 
eventually, blocked by a tree blown down in the storm. She waited until daylight, 
to be discovered by an incensed husband, who berated her for her dilatory attendance 
on his wife. At Forrest she made timber-trolley journeys, getting a generous christen- 
ing with water seepage through tunnel roofs. At Underbool she learnt to ride 
camels. 

The glamour of pioneering days wore somewhat thin when offset by the long 
hours, heavy work, sheer physical weariness and desperate loneliness. It could only 
be their devotion to bush nursing and the knowledge that they were the means of 
bringing comfort and security to thousands in the remote and inaccessible parts of 
Victoria that carried them on. 

The general principle of the Bush Nursing Association is to help in providing 
nursing aid to the isolated areas in the country, and to aid residents in smaller towns 
to establish hospitals so that they may receive medical and nursing attention near to 
their own homes. The Association thus plays a vital part in encouraging people 
with families to remain in the country districts. One of the first questions to be 
asked of settlements is whether a doctor and a hospital are close at hand. 


The responsibility of raising money and of maintenance remains largely with the 
local people, and a Central Office is maintained at 105 Collins Street, Melbourne. 
Staff are appointed and paid through this office, and all arrangements regarding 
taxation, insurance and long service leave made. 


During the last 20 years conditions have changed, in that the population has 


_ increased in the country districts and the trend is to open hospitals instead of Centres. 


Today 44 hospitals and 14 Nursing Centres are in operation. These supply 500 
hospital beds and treat 27,000 patients each year. As a consequence a number of 
smaller towns were able to support a medical practitioner who, without the aid of 
the local hospital, would not have remained. 


The lay press paid its tribute in Walkabout (April, 1953) as follows: “‘ The bush 
hospital is emphatically the people’s hospital, the patient feels that he is, indeed, 
partaking of his own. In this he is encouraged by the friendly attitude of the smart, 
attractive nurses, trained in modern city hospitals, who see in bush hospital service 
a dedication rather than a mere job of work. The bush nurse is, by and large, a 
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very important person in her own right. In such intimate and friendly surroundings 
she very quickly acquires a personality and a social status seldom attained in a large 
city, where it is often difficult for the individual to feel that she is anything more than 
a mere cog in the great healing machine. The bush hospital offers scope for her 
initiative and energy, development of her peculiar talents, and a place in the com- 
munity, virtually impossible in wider circumstances. A hospital almost at one’s door 
is something to be preserved at all costs. One becomes hospital-happy in the most 
practical sense of the term. The psychological implications of this common touch 
reveal themselves in innumerable ways. Complete confidence in the hospital staff, 
the home atmosphere, the feeling of proprietorship, all combine to still apprehension 
and hasten recovery. For it might almost be said that here is healing in reverse; 
it is not so much a matter of the patient being taken to hospital, as the hospital being 
taken to the patient.” 

Thus runs the history of bush nursing—one more thread added to the web of 
civilization. There is now no outback in Victoria, but bush nursing hospitals and 
bush nurses still serve the needs of their area, ready for any emergency. It is only 
when bush fires, floods and other catastrophies become front page news that the 
general public becomes aware that these hospitals are, characteristically, fulfilling 
the function for which they were formed. Because bush nursing rests on the corporate 
responsibility for all that affects the welfare of the individual, it stands the true test 
of any work. It is enduring and capable of healthy development, under adverse 
circumstances, to meet the need for which it was founded. 


A Silver Chain in Western Australia 
K. H. BARNES 


Metropolitan Nursing Superintendent 
Silver Chain and District Bush Nursing Association 

GIFT of £10,000 from the British Red Cross was the beginning of a project to 

benefit expectant mothers living many miles from hospitals in Western 
Australia. These mothers needed hostel accommodation in country towns to avoid 
travelling over rough bush tracks to reach a maternity hospital with a resident doctor. 
It was decided, therefore, to use the gift to build hostels, with the condition that 
when they were built and equipped the local people should assume responsibility 
for their maintenance. 

Six such hostels were built, but during and following the depression years, the 
Bush Nursing Society experienced great difficulty in maintaining the Centres, and 
further extension, with the limited funds at their disposal, was impossible. The Silver 
Chain District Nursing Association, which had been successfully carrying out district 
nursing activities in the metropolitan area for many years, was asked by the Society 
if it would take over the Trust. It had the funds and the “* know how ” and in 1944 
by Act of Parliament the trusteeship was transferred to the Association. 

With the advent of good roads and fast motor cars the hostels had become 
redundant and the remaining few were closed down and sold. 

It was decided the most worthwhile help that could be given to people living in 
remote country areas with no medical facilities whatsoever, was a more active nursing 
service. During the next twelve years seven Bush Nursing Medical Centres and two 
District Nursing Centres were established in small country towns. The buildings 
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An early bush nursing centre—Adamsfield. More A horse-drawn rail ambulance used in the early cays 
elaborate buildings followed this beginning until today by Tullah Bush Nursing Centre 
the most up-to-date designs are used as shown below 














The modern six bed bush nursing hospital at Beulah, Victoria. The central water tank is protected against the 
intense sunshine of the inland by the circular plan of the hospital 
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in these Centres do not conform to a pattern. Some have been built especially for 
the work, while others are disused government hospitals, which unfortunately had 
to be closed owing to lack of staff, in many cases a resident doctor. While serving 
the purpose they are certainly not ideal because they place a great amount of extra 
domestic work on the sisters. 

Our buildings consist of sisters’ quarters, bedroom, sitting-cum-dining room, 
kitchen, bathroom and laundry. A well equipped surgery, waiting room for out- 
patients and a small one or two bed ward. 

Each Centre is staffed by a fully qualified nurse. Where there is a doctor stationed 
within 25—30 miles of a Centre, he will visit weekly or fortnightly as arranged. In 
our most northern Centre, Yalgoo, 80 miles from the nearest doctor and 325 miles 
from Headquarters, no doctor calls. Much initiative and sound nursing knowledge 
is needed, but doctor can always be contacted by telephone if required to give help 
and advice. Many is the time that sister has travelled 100 miles or more to take a 
seriously ill patient to the hospital, not by ambulance, but usually in the back of a 
truck or utility. 

The main work of the Centre is the treatment of out-patients, but in an emergency 
a patient may be accommodated up to three days. Home visiting is undertaken within 
walking distance of the Centre, and at nearby farms if transport is provided. 

Maternity work is not undertaken, except in an emergency. 

Immunization clinics, school visiting (in collaboration with the school doctor) 
to prevent outbreaks of infection among the children, and to give follow-up treatment, 
teeth extractions under general anaesthetic, ante-natal care, dressings, simple skin 
sutures, all these and more are the duties of the bush nurse. Many of the sisters 
take on the task of lecturing in first-aid and home-nursing to junior farmers’ clubs 
and women’s organisations. 

Expansion of this service over the years has been limited by the amount of money 
available. Now with the generous assistance of the government and the Lotteries 
Commission, Centres are not finding it quite so difficult to meet the initial cost. 
The local people must find their share, one-third of the cost of the building and 
furnishings, and the government and Lotteries Commission will find the other two- 
thirds. In order to give the local committee time to establish itself, it is the practice 
of headquarters to accept liability for all costs for the first three months, after which 
the local people are expected to maintain their Centre. 

Headquarters guarantees the sister’s salary and all medical supplies, and re- 
imbursement is made by the Centres quarterly. To raise money the local folk have 
such fund raising efforts as street appeals, Queen Carnivals, jumble sales, street stalls, 
etc. Patients who are non-members pay at the rate of 7s. 6d. per visit. Members, 
for example husband, wife and children under fourteen years, pay at the rate of 
£3 15s. Od. to £4 4s. Od. per year. Single persons £1 10s. Od. per year. No patient 
who cannot afford to pay for attention is refused treatment. It costs in the vicinity 
of £1,000 to £1,500 to maintain a Centre annually. Sparsely populated areas find 
it difficult to maintain their Centres but the Bush Nursing Trust helps where 
it can. 

12,034 treatments were given in our seven Medical Centres over a recent period 
of eleven months, and our two District Nursing Services in country areas paid 
7,193 visits to patients in their own homes. 
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In the Out Back of New South Wales 
E. J. WHICKER 


Superintendent, New South Wales Bush Nursing Association 





** C\AFE homes prolong life” so bush nurses in New South Wales not only treat 
illness but also teach the preventive measures necessary for good health. 

For more than 40 years a composite health scheme, including domiciliary 
nursing, has been operated by the New South Wales Bush Nursing Association. 
The bush nursing sisters are available for consultations in the surgery, which is 
equipped for medical and surgical work, and are responsible for the establishment 
and maintenance of infant welfare clinics. In these clinics they advise mothers on their 
health and the safety of the unborn child. Educating the rural population in the 
laws of health, and the parents in baby hygiene and child care, is an important aspect 
of their work. The provision of expert social service, dental, medical and surgical 
treatment for those in need, at a price they can afford to pay, also falls within their 
province and these efforts are augmented by distributing the valuable literature issued 
by the Department of Public Health. 

Parent education is growing in popularity and it is by no means rare to find 
fathers helping in the care of young children. Bush nurses report an increasing demand 
for demonstrations to young parents and senior school pupils on bathing the baby, 
suitable infant’s clothing and its proper care, and the formula and preparation of 
food for babies and toddlers. 

Bush nursing includes a Home Nursing Service and its success has been well 
proven. Many people are eager to care for their needy relatives when the assurance 
of nursing supervision is given. Bush nursing sisters give skilful bedside home 
nursing care and teach responsible members of the family to assume the role of team 
members in the care of the sick, or of an aged patient so that health can be re-estab- 
lished. In this way the patient becomes the central figure of the home, rather than an 
unwanted burden. The effect is amazing, confidence in the future is restored, happi- 
ness is gained from the home atmosphere and expenses are reduced to a minimum. 

Medical equipment used in home nursing care is loaned from the Bush Nursing 
Centre. Medicines are supplied by the nurse from her store of pharmaceutical 
benefits supplied by the Commonwealth Medical Scheme. 

At the request of the Education Department, the bush nurse visits the school 
in her area. She keeps an eye on the physical condition of the scholars, and carries 
out a survey for cleanliness periodically. .She examines the eyes, ears, nose and throat, 
and skin and checks the weight of each child annually. Remedial care and follow-up 
work is also carried out. 

Simple lectures on first aid, bandaging, home nursing, hygiene and food values 
are given in the school. Many boys and girls display aptitude for first aid work. 
They have efficiently treated snake bites, splinted fractures, and have arrested 
haemorrhage, before seeking assistance for their injured fellows. Nurses give 
elementary lessons in mothercraft in some public schools. They find these lessons 
pay dividends in creating confidence for the tasks thai follow. 


Immunization campaigns against diphtheria, whooping cough and tetanus are 
organized. The medical authorities are assisted in these campaigns by bush nursing 
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sisters and arrangements for chest and other x-rays are made. Bush nurses do not 
attempt to take the place of the doctor, and if his advice be deemed necessary, they 
will send or take the patient to him. 

Thirty-two Centres are maintained throughout the State. Sixteen of these are 
registered as hospitals and there are, in addition, six clinics as subsidiary outposts. The 
most distant Centres are served by the Flying Doctor who makes both regular and 
emergency visits. Centres may be from 30 to 130 miles from a doctor or a hospital. 


BusH NURSING COTTAGES 


A standard cottage has been designed for nursing sisters. To replace the 
makeshift accommodation provided in the years gone by, an equipped surgery, 
from which the bush nurse works, is attached to the cottage. When money is available, 
the Council hopes all bush nursing cottages will reach the ideal. Although sixteen 
of the thirty-two Bush Nursing Centres are registered as hospitals the Association is 
not a hospital scheme—it is an even more important activity: it is a life emergency 
scheme. Until the most distant outpost and the most isolated parts have been 
completely serviced, the method will not change. The wisdom of this decision is 
set out in the foundation principles of the organization: “ to provide medical service 
where otherwise such is unobtainable ”’. 

The work of the Country Women’s Association is closely entwined with that of 
bush nursing. The provision of medical services especially for country women and 
children is fundamental to both organizations. The greatest amount of good for 
the highest number is the collective goal. All those who share this responsibility 
realise the magnitude of the task and continue to work with faith and optimism. 


Some of the Real Needs Out Back 


S one becomes more experienced in bush nursing one realises that many people 
call in to visit the bush nurse to find some sort of consolation by talking about 
the illnesses of others, or incidents which have happened years ago, such as the death 
of children, etc. These types of visitors, one learns, are best encouraged to talk 
and eventually, having beaten around the bush, for some time, the real cause of the 
visit comes to the fore. Sometimes the visitor arrives at the door and asks for some 
ear drops or cough mixture or something trifling. One soon finds it is only a pre- 
liminary to a matter which may be causing a good deal of disquietude, often 
unnecessarily. Take for example the patient who was operated on twelve years ago 
for a fibroried uterus and has been worried right down the years because she was 
convinced that this meant a growth (cancerous) which would any day appear in 
another part of the body. Much good work can also be done with mothers and babies, 
who are glad to be able to keep in touch with the Centre to get advice. 

The important work is not the treatment of infections, as these are quite simply 
attended to by the nurse, but the correction of diet to achieve a considerable number 
of cures. Patients have complained of rashes which have re-occurred over a period 
of years, chest weaknesses, sores, etc. Often after very little investigation the patient 
is found to be suffering mainly from a nutritional deficiency. Advocating an all- 
round diet, eggs, milk, fruit and green vegetables, seems to become part of the daily 
task, with most gratifying results. 
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Horseback to Helicopter in Tasmania 
DORIS NOLLER 


Inspecting Sister, Hospitals and Nursing Services, Tasmania 


ASMANIA’S Bush Nursing scheme was planned in 1910, and began to take 

actual shape in 1911, when the Bush Nursing Order, as it was first called, was 
formed in Launceston. 

In 1914 Hobart followed with the formation of a similar body. Medical men, 
professional nurses, and other prominent citizens were represented on both the 
Committees. 

A Bush Nursing Association State Council was set up at the same time to 
co-ordinate the activities of Northern and Southern Bush Nursing Divisions, as they 
were then termed, and to control the Service. 

The State Council consisted of members of Northern and Southern Divisions, 
with representation of the British Red Cross Trust. In the year 1920 the British 
Red Cross Society donated £10,000 as a Trust Fund, to assist in the payment of 
salaries of nursing sisters appointed to the staff. 

The State Council met annually, and by special arrangement, alternately at 
Hobart and Launceston. Bush Nursing rules were drawn up and methods for raising 
money were decided upon. 

The Northern and Southern Bush Nursing Divisions met monthly at Launceston 
and Hobart respectively. Each had jurisdiction over its respective northern and 
southern Centres, which in turn had their own local Committees. The latter included 
Medical Unions, Town Councils, or ordinary local residents, representing the people 
and formed into a Bush Nursing Committee. 

The task of financing the scheme was considerably lightened by the substantial 
gift from the British Red Cross Society. Membership subscriptions, rating, nursing 
fees, donations, entertainments, bazaars and Annual Button Day Appeals were other 
methods used to increase the finances of the Association. 

The local Bush Nursing Committee of each Centre had to be responsible for the 
following: 

Maintaining a local Committee for business control. 

Accommodating their bush nursing sister, and arranging transport for her 
work. 

Meeting the local liability of maintaining the Centre. 

Providing the equipment and medical supplies, etc. 

Later on some of the local governing bodies desired to make provision for lying-in 
patients and emergencies. Thus an added liability was created for the maintenance 
of in-patient beds, extra medical equipment, and extra staff. 

In 1920 the State Council approached the Department of Public Health with the 
suggestion that the Department administer the scheme for them. The transfer of 
administration was arranged that same year, and the Health Department appointed 
a supervisory nursing sister to take charge of it. From that time on the Bush Nursing 
Association acted as an adviser to the Department of Health. Jt also carried out 
many activities of an auxiliary nature. This was of great assistance to the Department 
in the control of the movement. 
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Due to expansion of the work and other departmental responsibilities a second 
supervisory sister was appointed at the end of 1946 to assist with the northern 
Centres. 

She was stationed at Launceston, to reduce travelling, and other northern 
departmental tasks were included in her responsibilities. 

To return to the original establishment of bush nursing, the first Centre was 
opened in 1911 at Weldborough, a mining community in the north east. Others were 
subsequently opened at Flinders Island, Green Ponds, Tasman, Williamsford, 
Maria Island, Swansea, Marrawah, Bruny Island, Avoca, Ulverstone, Burnie, New 
Norfolk, Lilydale, Tullah, Blessington, Kingborough, Adamsfield, the Steppes, 
Shannon, Lakes, Tyenna, Stanley, Brighton, Ouse and Rosebery. These Centres 
were open in the period 1926. Only a few of those mentioned are now functioning. 
Some of the original buildings have been reconstructed or extended. Others have 
long been closed owing to the drift of population to other districts, where new 
Centres have been opened, as they were needed. In some of the districts referred to 
bush nursing hospitals were replaced later by larger public hospitals. These passed 
from bush nursing control to hospital boards of management and provided a more 
comprehensive service. 

More than half a century ago the government established a settlement for 
Tasmania’s halfcaste population at Cape Barren Island. In 1939 it was decided to 
include it in the bush nursing scheme and a small bush nursing hospital was built. 

The Bethel Peniel Mission had gone over to the Island a few years before and it 
now called for the building of a hospital to work in conjunction with the Mission. 
A nursing sister who had been recommended by the Missionary in Charge was then 
appointed by the government. 

From 1926 onwards new Centres and hospitals were opened—a few each year— 
the total number being maintained usually at twenty-five. In 1956 three more small 
hospitals were opened, bringing the total to twenty-nine. This number includes 
fourteen Centres and fifteen hospitals. 

Medical progress over the years has meant essential changes in the bush nursing 
service to keep it in line with other modern health services. Buildings are electrically 
equipped and modernized as far as practicable up to present day hospital standards. 

An idea of how the service was working in 1914 can be obtained from the 
Minutes of the Southern Division of the Bush Nursing Association, under the date 
Ist December, 1914—“‘ Miss Steward kindly donated a camp bed for Nurse. 
Mesdames Edwards and Darling undertook to interview the President of A.N.A. 
(Australian Natives’ Association) re medical equipment, and the tent was likewise 
to be provided”. The Centre referred to was Green Ponds, the first Southern Centre. 

During the early days midwifery was the main work of the sister, and she remained 
in the patient’s home for about ten days as arule. Where there was a large family of 
small children she frequently did much of the domestic work, there being no one 
else to call upon. The children too, had to be got ready for school. The work thus 
required in very truth, a missionary spirit, besides nursing qualifications, for it to be 
successful. 

Facilities for sterilization were primitive. A cut down kerosene tin, placed on 
the kitchen stove or open fireplace, was the sterilizer in common use and a most 
precious article of equipment. Dressings were steamed in a kitchen colander and 
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dried afterwards in the oven. Often the nearest doctor was many miles away. 

Horseback and buggy transport, used by the sisters in the early days, meant 
that quite often very few cases couid be nursed at the one time. If patients lived a 
distance apart, considerable time was taken by travel. 

The Bush Nursing Service has altered out of all recognition over the years. 

An ideal accepted at the inauguration of the scheme, however, remains unchanged. 
It was that only double-certificated nursing sisters and preferably those holding 
three certificates, viz.:—General, Midwifery and Child Health—should be employed 
in these responsible positions. This ruling has remained in force until the present 
day, and has been departed from only in cases of extreme emergency. 

It was always stressed that the bush nursing sister was never intended to take the 
place of a doctor. She worked in co-operation with the medical officer and under his 
direction. 

Our present day bush nursing hospitals are small, catering usually for two to 
five maternity and emergency accident patients, whilst the Bush Nursing Centres 
do not admit patients. In both cases out-patients are treated at the surgery and 
visits to patients’ homes are undertaken, where necessary, under the direction of a 
resident or visiting medical officer. The doctor may be a government medical officer 
or private practitioner. The latter makes regular visits, by arrangement with the 
Department of Health, to some Bush Nursing Centres. 

Government medical officers, on the other hand, form the Government Medical 
Service of the Health Department. This Service was introduced in 1938, and there 
is close liaison between it and the Bush Nursing Service. A resident government 
medical officer is appointed as medical superintendent to most of the larger of the 
bush nursing hospitals. The others are served by a visiting government medical 
officer or private practitioner. 

The work of bush nursing sisters now, as formerly, embraces every form of 
nursing, including midwifery, general, child health and other preventive medical 
activities. Where inpatient needs permit, the sisters lecture in the local schools on 
mothercraft, first aid and home nursing. They also assist the medical officer with 
immunisation of school children, and attend outpatients. 

The larger hospitals are staffed with two or more sisters, domestic assistants, and 
nurse aids, as the need arises. 

The original bush nursing local committees have gradually been replaced by 
local auxiliaries. However, there are six Centres which have nominally retained 
their own committees. These receive much more government help than formerly. 
They are the Medical Unions of four small northern mining towns and two Town 
Councils. 

In June 1952, the Southern Division of the Bush Nursing Association was 
dissolved, leaving the Northern Division to function in a northern auxiliary capacity 
to the Department of Public Health. 

The first all-electric bush nursing hospital was erected by the Government at 
Ouse, and opened in January, 1940. Its bed capacity was five, but since then it has 
been extended several times, until now it has reached a twelve-bed capacity. Several 
hundred outpatients are treated every month at the hospital, as well as others attending 
at outlying sub-Centres of the municipality. 

New staff quarters to accommodate eight people have now been built. Here, 
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as at Sheffield, Westbury, and Dover, where new hospitals have recently been opened, 
the staff quarters are equipped with electrical and other amenities. jin the bedrooms 
a wardrobe, dressing table, and cupboard, are built-in. Lounge room, kitchen, and 
laundry, are included in the suite, and equipped with the latest devices. These 
compare very favourably with amenities provided in larger general hospitals in 
metropolitan areas. 

Where needed small ambulance cars are provided for the work. The trusted 
horse of early bush nursing days is now “* out”. 

Soon to be “ out ” too, will be the name ‘* Bush Nursing Service ” for the word 
‘* Bush ” conjures up in the minds of many would-be recruits to the Service a mislead- 
ing picture of work under the old conditions, in isolated wild areas with no conveni- 
ences or amenities. This deters them from joining a worthwhile service in which 
there are all-electric hospitals and Centres with the most modern equipment and 
transport. 


In the Gulf of Carpentaria 
JANET SCOTT 


formerly a bush nurse in Carpentaria 


REAT limestone rocks and crags dot the landscape around the Gulf of 

Carpentaria in Queensland. High red anthills are everywhere in the unusual 
countryside in which Mareeba, inland from Cairns, is the base for several small 
hospitals. 

These hospitals within a radius of 90—100 miles of Mareeba were built from the 
‘“*Golden Casket” Lottery Fund. They are well equipped for the service they 
render in the mountainous areas, in which a great variety of mining is carried out. 
Minor accidents from the mine bring many out-patients. If the cases are at all 
serious they are referred to Mareeba for attention by the doctor. 

A great deal of ante-natal work is done and if a mother is unable to get to 
Mareeba in time she can be accommodated in a pleasant maternity ward. 

Sometimes a patient suffering from toothache is treated. A complete set of 
dental instruments enables a not too firmly rooted tooth to be extracted successfully. 

It is not practical to keep a stock of medicines owing to the heat and great 
distance from Brisbane. Consequently medicines are dispensed in the hospital. 

Each fortnight is clinic day. A great array of patients arrive to consult the doctor 
on these occasions. Some come quite a distance on horseback but most roll up in 
ancient cars presenting quite an amazing collection of vehicles. Among the patients 
are a few aborigines. They are very shy and quiet, and keenly watch all the proceed- 
ings. 

The doctor stays for two days for the session and leaves behind a large number 
of prescriptions to be made up. 

A rail ambulance is available for emergencies. A phone call to Mareeba brings 
this large affair, run on diesel oil, up the narrow mountain railway in 12} hours. It 
accommodates 6, or even more at a pinch as it is the habit of the patient’s relations 
to accompany him in the roomy interior, and so spend a few days at Mareeba, for 
no opportunity to travel is ever missed by the villagers ! 
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News from ICN House 


MEETINGS AT ICN House 

A series of important meetings were held at ICN House during February. To 
attend them, Miss Agnes Ohlson, President of the ICN, travelled from the USA. 
Other nurses participating in the meetings were Miss Kyllikki Pohjala, President of 
the National Council of Nurses of Finland and Second Vice-President of the ICN, 
and Miss Gerda Hdjer, President of the Swedish Nurses’ Association, both of whom 
are members of the Finance Committee. Meetings of this Committee were held 
on 14th and 15th February and were also attended by Miss Marjorie J. Marriott, 
Honorary Treasurer and Miss Gwyneth Ceris Jones, deputy Treasurer. 

Miss Ruth Sleeper (USA), Chairman of the ICN Education Committee, visited 
London during the same period for discussions with the staff of the Florence 
Nightingale Education Division on immediate and future plans for the Division’s 
activities. Linked with these meetings was one held on February 12th between 
Miss Ohlson, the President of the ICN, Miss Sleeper, the Chairman of the ICN 
Education Committee, Mrs. B. A. Bennett (Great Britain), the Chairman of the ICN 
Nursing Service Committee, the staff of the Education Division and the General 
Secretary. This meeting discussed the activities of both the Education and Nursing 
Service Divisions, and desirable co-operation between them. Plans for the Nursing 
Service Division are likely to develop after the appointment of a Director to it. 

During the President’s visit one whole day was spent in meeting with the 
Executive Staff and considering activities which are the day to day concern of ICN 
Headquarters and other projects, now in the planning stage. Matters discussed 
included :—the attendance of nurses at the World Health Assembly; the development 
of the International Student Nurses’ Unit; promotion of sales of ICN publications 
including the International Nursing Review; the Fiftieth Anniversary Convention 
of the Canadian Nurses’ Association, in which the President and the General Secretary 
will participate; the ILO Study; the WHO Expert Committee on Public Health 
Nursing to be held in 1958, in preparation for which the ICN has sent out 63 Question- 
naires; a Study on Psychiatric Problems in General Hospitals which has been spon- 
sored jointly by the ICN, the International Hospital Federation and the World 
Federation for Mental Health; matters arising from meetings of the ICN Editorial 
Board; and provisional plans for field work and Conferences to be attended by ICN 
Headquarters staff during 1958 and 1959. 


APPLICATIONS FOR ICN MEMBERSHIP 


It is recorded with pleasure that since the meetings and Congress in Rome, 
the following Associations have submitted applications (supported by necessary 
documentation) for full membership in the ICN:— 

Polish Nurses’ Association 
Nurses’ Association of Thailand 
National Nurses’ Association of Venezuela 


These applications are now being reviewed at ICN Headquarters and by the 
Membership Committee, and if there are matters arising in connection with any of 
these applications which cannot be clarified by correspondence, a visit may be 
arranged to the country. 
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It is the ICN Grand Council which is empowered to admit new Member Associa- 
tions on the recommendation of the Membership Committee, and the next meeting 
of the Grand Council will be in 1961 when the ICN Twelfth Quadrennial Congress 
is held in Melbourne, Australia. In the meantime ICN Headquarters will keep in 
close contact with these Associations which are applying for membership and will 
be glad to assist in the development of their association activities and in their pro- 
fessional work. 


ILO StupDy ON WoRKING CONDITIONS OF NURSES 

The ICN Grand Council, at its meeting in Rome in 1957, approved a proposal 
that the International Council of Nurses apply to be included on a Special 
List of non-governmental organizations, to be set up by the International Labour 
Organization and maintained at its Headquarters in Geneva. 

The wisdom of this decision was evident when it was known that the ILO 
intended to carry out a “* Study on Employment and Conditions of Work of Nurses,” 
in preparation for an ad hoc committee to be called in 1958. Miss Margarethe 
Kruse, Executive Secretary of the Danish Council of Nurses, and Chairman of the 
ICN Committee on Exchange of Privileges for Nurses, was appointed for a period 
of six months to carry out a Study in preparation for the Committee. 

The ICN agreed to circulate questionnaires prepared by the ILO to its member 
associations and national associate representatives, and the replies to these question- 
naires are now being analysed at the ILO. Despite the limited time available and 
the detailed nature of the questionnaires, the co-operation from National Nurses’ 
Associations and National Associate representatives has been most gratifying. 
Some of the problems involved in the project were discussed with members of the 
ILO Secretariat and with Miss Kruse when the President of the ICN, Miss Agnes 
Ohlson, visited Geneva in February, and during the visit to Geneva of the General 
Secretary in January, 1958. An article on economic conditions of nurses from the 
international point of view will be appearing in a later issue of the International 
Nursing Review. It should provide a useful background to the Study. 


A Stupy OF PsYCHOLOGICAL PROBLEMS IN GENERAL HOsPITALS 

The ICN is playing its part in this Study by asking national nurses’ associations 
in the following countries to participate: 

Belgium Denmark France Holland Sweden UK 
Canada__s— Finland Germany Norway Switzerland USA 

Although there have been several studies of children in hospital, of relationships 
in mental hospitals, industry and other organized communities, there have been few 
such studies of general hospitals, and even fewer carried out by hospital personnel 
themselves. A study has therefore been designed, which general hospital personnel 
can carry out. It will cover the situations and happenings which, sometimes by 
chance and sometimes as part of hospital procedure, affect the mental health of 
the individual and the relationships within the hospital setting. 

In each of the 12 countries it is proposed that two or three voluntary study 
groups be formed of between six and 12 people. Representation of the main staff 
groups is to be balanced by including medical, nursing and administrative people 
and possibly one or two others with experience in sociology, psychiatry or psychology. 
The ICN member-associations, with their knowledge of the climate of opinion and 
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current standards and aims of hospital services, will know which hospitals and which 
people are likely to be interested and it is hoped they will co-operate actively in the 
project. 

Among the particular problems selected for study by the Advisory Committee 
(on which ICN is represented) are the meaning of illness to the patient and his 
attitudes to certain specific and psycho-somatic diseases, relationships in hospitals 
and the problems and difficulties in administration. 

It is expected that this Study will take two years, during which Miss Elizabeth 
Barnes will work as a full-time co-ordinator at WFMH Headquarters, 19 Manchester 
Street, London, W.1., England. The reports of study groups should be sent to her 
by July Ist, 1959, as a basis for working papers from which a publication in several 
languages will be prepared for hospital personnel in different countries. 


Executive Board of the World Health Organization 


S a non-governmental organization in official relations with the World Health 
Organization, the International Council of Nurses is entitled to appoint a 
representative with observer status to attend the meetings of the Executive Board. 
The General Secretary of the International Council of Nurses, Miss Daisy C. Bridges 
therefore attended the 21st Session of the Executive Board when it opened in Geneva 
in January, 1958. 

The Board met under the chairmanship of Sir John Charles, Chief Medical 
Officer of the Ministry of Health, London, and the 18 members came from the 
following countries: Afghanistan, Argentine, Australia, Canada, Ecuador, Egypt, 
Finland, German Federal Republic, India, Italy, Liberia, Mexico, Pakistan, 
Philippines, Portugal, Syria, United Kingdom and United States of America. 

Representatives were present as observers from the United Nations and its 
Specialized Agencies; and from five inter-governmental and 27 non-governmental 
organizations. 

The Chairman, in his opening address outlined some of the most outstanding 
accomplishments of the WHO, which celebrates its tenth anniversary this year and 
is the subject of a special symposium in this issue of the Jnternational Nursing Review. 
The items of particular interest on the agenda for the Board were: 

Reports of WHO Regional Committees; emergency help to Ceylon; 
reports of Expert Committees; report of the Committee on Relationship with 
non-Governmental Organizations and provisional arrangements for the holding 
of the Eleventh World Health Assembly and Tenth Anniversary Celebrations. 


REPORT OF WHO REGIONAL COMMITTEES 
(a) Report of Sub-Committee ‘A’ of the Regional Committee for the Eastern 
Mediterranean. 

The Regional Director, Dr. Taba, outlined some of the outstanding problems and 
activities of the Region, i.e., malaria (including a malaria eradication programme), 
bilharzia, tuberculosis, communicable eye diseases (and in particular trachoma), 
smallpox and drug addiction. He stressed the lack of professional and health 
workers in all categories. The Higher Institute of Nursing in Alexandria is to con- 
tinue and is already helping to raise the status of the profession in Egypt. A Seminar 
is shortly to be held in the Region on Health Education (see “* Around the World ”’, 
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page 67), and a Conference on Medical Education. The subject of the Technical 
Discussions held at the time of the Regional Committee was Environmental Sanitation 
in Rural Areas. 


Regional Committee for the Western Pacific 

The Regional Director, Dr. Fang, particularly stressed the problem of leprosy 
and stated that the subject of the Technical Discussions held at the time of the 
Regional Committee in Hong Kong had been Leprosy Control. The majority 
opinion at that Committee was that compulsory segregation should be abolished, 
and the disease brought under better control through education of the public, the 
medical profession, and legislative and education authorities. Following the Regional 
Committee there had been a Public Health Conference and Study Tour with visits 
to 12 countries in the Region, including Japan and Taiwan. 


Regional Committee for Africa 

The Regional Director, Dr. Cambournac, reported important developments in 
regard to malaria, and that an eradication plan was in progress in the southern 
part of the Region. It was estimated that there were two million leprosy patients 
in the Region and that several hundred thousand were under treatment. Campaigns 
against the disease were developing, and in French West Africa and French Equatorial 
Africa mobile teams provided treatment at home and in health centres. The Regional 
Office for Africa had been able to expand its work in regard to tuberculosis, environ- 
mental sanitation, maternal and child health, and health education of the public. In 
reply to questions concerning the incidence of smallpox, Dr. Cambournac said that 
between 18,000 and 20,000 cases had been reported in the Region each year during 
the last few years, the majority of cases occurring in Nigeria and French West Africa. 


Regional Committee for the Americas 

The Regional Director, Dr. Soper, reported that the three main aims of the 
Regional Office were the strengthening of national] health services, the expansion of 
training facilities for medical personnel, and the eradication of a number of communic- 
able diseases. Eradication of malaria was the most important problem facing the 
Region and there were also eradication programmes against yellow fever, yaws 
and smallpox. There had been a regular decline in the tuberculosis rate since 1950. 
Leprosy constituted a great problem in many parts of the Region, particularly in 
Paraguay, Colombia and Brazil. The number of cases of poliomyelitis had fallen 
from 15,000 in 1956 to less than 6,000 in 1957. During 1957, 500,000 persons in 
Minnesota, USA, oui of a total population of three million had been infected with a 
virus disease similar to but not identical with, poliomyelitis. Increasing activities 
were anticipated in connection with chronic diseases, occupational health, mental 
health and nutrition. The subject of the Technical Discussions to be held at the time 
of the Regional Committee in 1958 would be The Prevention of Accidents in 
Childhood. 


Regional Committee for South-East Asia 

The Regional Director, Dr. Mani, reported an acute shortage in the Region of 
public health staff of all categories. The use of partially trained workers was there- 
fore inevitable and there was a programme in operation for a short intensive training 
of indigenous midwives. Dr. Mani described the employment of these indigenous 
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midwives as “ traditional ” and “‘ hereditary ’’; they had been working in the countries 
for centuries with no training and a lack of aseptic techniques; they therefore con- 
stituted a public health menace. Because of the great need, it was proposed to 
provide a training of approximately six to eight months, to include simple techniques 
of asepsis, care of the mother in labour, and the recognition of certain symptoms 
which necessitated the calling of a trained and experienced midwife. Due to the fact 
that there were still vast rural areas in the Region with no medical services of any 
kind and therefore no system of control, the incidence of smallpox had risen from 
45,000 cases in 1955 to 67,000 cases in 1957. 


Regional Committee for Europe 

The Regional Director for Europe, Dr. Van de Calseyde, was presenting his 
first Report in that capacity. His appointment coincided with the removal of the 
Regional Office from Geneva to Copenhagen. Five member states in Europe had 
recently renewed active participation in the WHO. Amongst other activities of the 
Regional Office, the Director stressed that pioneering work was being undertaken, 
including programmes concerned with the following aspects of public health: 
rehabilitation of the physically disabled, industrial hygiene, mental development of 
the child and mentally deficient children, radiation protection, dangers of air pollu- 
tion, causes and treatment of cardio-vascular diseases, cancer control, care of pre- 
mature infants. 


Emergency Help to Ceylon 

It was reported to the Board that the recent serious floods in Ceylon had caused 
200 deaths and 300,000 persons were homeless; one-third of the land surface of the 
island had been under from four to ten feet of water. To combat the epidemics 
likely to arise as a result of the floods, an urgent request had been made for 
the supply of cholera and TAB vaccine. The Board approved the sending of these 
emergency supplies requested by Ceylon. 
Reports of Expert Committees 

Reports of Expert Committees were presented to the Board and approved for 
publication, including two which should be of particular interest to nurses. These 
were the Fifth Report of the Joint FAO/WHO Expert Committee on Nutrition, 
and the Second Report of the Expert Committee on Poliomyelitis. These Reports 
will in due course be published in the WHO Technical Report Series. 


Report of the Standing Committee on Non-Govermental Organizations 

Following the Report of the above Committee to the Executive Board, the 
Board approved the continuation of official relations with the 43 organizations now 
in official relationship. This decision includes approval of the I.C.N. as a non- 
governmental organization in official relationship, a Biennial Report having been 
submitted to the WHO in support of this relationship in October 1957. The Board 
further decided to recommend to the World Health Assembly that in future non- 
governmental organizations be required to submit Reports every four years instead 
of biennially as at present. 
Arrangements for the Eleventh World Health Assembly 

The Eleventh World Health Assembly will open in Minneapolis on May 28th, 
1958. The Tenth Anniversary Commemorative Session will be held, also in Minne- 
apolis, from May 26th to 28th, 1958. 
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SOON TO COME 


in the 


AMERICAN JOURNAL OF NURSING 


In addition to all the current news of nursing in its broadest 
aspects, the Journal will publish during the next twelve months a 
minimum of sixty exclusive illustrated reports of new and improved 
nursing methods, based on the latest successful experience. 


The following titles from a current issue indicate the broad scope 
and practical value of these elsewhere unavailable clinical data: 


OPEN HEART SURGERY IN CHILDREN **** NURSING CARE OF 
CHILDREN AFTER OPEN HEART SURGERY **** CARE OF THE 
CHILD WITH CLEFT LIP AND CLEFT PALATE **** ROUTINE 
ANTIBIOTIC THERAPY FOR SURGICAL PATIENTS—HELPFUL OR 
HARMFUL? **** CyANOSIS **** INTRACTABLE PAIN **** 


THE SALIVARY GLANDS. 


If you are not already receiving the AMERICAN JOURNAL 
OF NURSING, we will welcome the opportunity to add your name to 
our present subscription roster. The postpaid price to any point outside 
the United States and Canada is $5.00 a year or $8.50 for two years. 
Your order may be placed, either direct with us, or if more convenient, 
through your book store or regular subscription agency. 


A sample copy will be sent without charge to any interested 
subscriber of International Nursing Review. 





AMERICAN JOURNAL OF NURSING COMPANY 
TWO PARK AVENUE, NEW YORK 16, N.Y., U.S.A. 
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European Seminar on the Nurse in the 


Psychiatric Team 
E. S. HAKOLA 


Psychiatric Social Work Instructor, College of Nursing, Helsinki, Finland 


ROM November 4th to 15th, 1957, European doctors, nurses and social workers 
gathered in the Netherlands to discuss the role of the nurse in the psychiatric 
team. The Seminar at which these discussions took place was arranged jointly 
by the Netherlands government and the WHO Regional Office for Europe. Miss 
F. Alves Diniz, Regional Nursing Officer and Dr. D. F. Buckle, Regional Officer 
for Mental Health represented the WHO Regional Office now situated in Copenhagen. 
They carried the main responsibility of the Seminar. The nurse lecturers were Miss 
A. Altschul from the United Kingdom, Miss I. Nielsen from Denmark and Miss I. H. 
Vuorikoski from Finland. The participants represented 18 European countries and 
included 15 doctors, 20 nurses and 5 social workers. Dr. J. Cottrell, the Deputy 
Regional Director from the European Office, attended the opening session. He 
particularly welcomed members from countries which were represented for the first 
time, including USSR, Bulgaria and Poland. He made the group feel they all had 
something in common: they were all Europeans. He also pointed out that nursing 
is a discipline of its own and one different from medicine. 

The task of the group at the Seminar was to clarify what a nurse is and what a 
team is. The representatives all agreed spontaneously that there were differences 
in the thinking on these concepts in various countries and professional groups. 

In order to be familiar with the functions of the nurse in various kinds of 
psychiatric settings, the Seminar studied existing psychiatric services through lectures 
and papers and by visiting a number of institutions in the Netherlands. 

The nurse seems to have a place in the hospital and she also has a place in work 
outside the hospital. In the hospital the nurse takes part in physical treatment, 
and is herself a part of the emotional and social environment in which the patient 
lives, gets experience and is influenced by all the people around him. In work outside 
the hospital the nurse may give services directly to the patient, but in the main she is 
influencing the social environment in which the patient lives by working with members 
of the family, employers and the other people attached to the patient. The terms 
‘“‘ preventive psychiatric work” and “domiciliary psychiatric work” are used to 
describe the functions outside the hospital. Nurses also have a place in sheltered 
workshops which have some institutional features, even though they are a community 
service. 

The role of the nurse in domiciliary psychiatric care was a somewhat new idea 
in the discussion. The public health nurse, it was pointed out, is taking care of the 
total needs of the family, and there should not therefore be any more workers in the 
same home. On the other hand the point was brought out that the mentally ill patient 
in her home is in need of psychiatric nursing care. She does not always need physical 
treatment, but she does need psychological treatment. In some countries this work 
is arranged by the staff of the regional mental hospital. 

Wherever the nurse is working, either inside or outside the hospital, both inter- 
personal and group skills are needed. The sciences of psychiatry and psychology 
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have heiped professional workers to understand the human being and her behaviour 
more thoroughly. We are now in the process of applying this knowledge in our 
daily work. We try to understand that the patient is a human being, who has her 
own individual needs. The patient is a member of her family and also a member 
of the community from which she comes. The nurse-patient relationship is the most 
important method of helping the patient needing psychiatric nursing skills. The 
hospital forms a therapeutic community, where the patient is an active member, 
thus taking part in and supporting her own treatment. 


All this knowledge has entirely changed the nursing functions in psychiatric 
settings. As professional workers nurses have got material with which to work, 
the present problem is that the development has been so rapid that the skills to use 
this new knowledge have been neither found out nor developed. The nurse is the 
doctor’s co-worker. She has the responsibility of developing her functions in accord- 
ance with the steps taken in psychiatry. She has to analyse and re-evaluate her 
functions and to develop her skills upon that basis. 


In addition to the direct contact with the patient the nurse has other duties 
in psychiatric work. She is a member of a psychiatric team. She is the leader of 
the nursing team and the supervisor of the nurses. She has to know the principles 
of psychotherapy the doctor is using and to understand and to be able to support 
rather than tear down his work. She has to know something about the research 
which is being done in the psychiatric field. All these functions need special skills, 
but they can be developed simultaneously with the development of skills in psychiatric 
nursing care. 


We cannot clarify the nurse’s role in the psychiatric team by analysing her 
work alone. We have to know what the professions in allied fields are doing and 
how they are defining their functions. Have they been able to apply the new 
knowledge in their own fields already ? How from all this specialized knowledge 
is a team to be built which is thinking and working together ? 


The role of the doctor and the psychologist seemed to be more clearly defined. 
Mr. J. Lyle, a lecturer in psychology, gave a basis for good thinking in the area of 
role relationship in his paper. The role of the nurse, the public health nurse and the 
social worker and, in addition to these, the psychiatric social worker, seemed to 
cause some differences of opinion. These professions are working together very 
closely and their roles are not clearly defined. Among many other factors the develop- 
ment of the services in each country depends on the level of professional education 
of these groups, and how the workers in the field have been able to define their roles 
in serving the same family. There is always some over-lapping. The nurse may be 
including some social work functions in her work, if they are not being done by 
someone else. But by doing so she does not become a social worker. She is doing 
good nursing and thus is stimulating the development of social work. The over- 
lapping does not cause problems which are too serious, either for the patient or for 
the worker, if the members of the various disciplines have a mature approach to each 
other, and if they have learned to work together. 


The nurse’s role in occupational therapy was also very much discussed. If 
occupation is considered to be therapy for the patient, it cannot be separated from 
the other psychiatric nursing care which is planned for him. In some countries 
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occupational activities are directed by a person who knows the techniques, but 
does not always necessarily have the skills in understanding the patient’s needs. 


The need for team work both inside and outside the hospital was emphasised. 
The principles of team work were discussed and demonstrated. Team work is joint 
thinking and joint planning. It is the sharing of responsibilities and the sharing 
of experiences. It is supporting one another. It is democratic co-operation. Out- 
side the hospital the local doctor, the social worker, the public health nurse and the 
psychiatric nurse, if she steps out from the hospital, form a team to share the responsi- 
bilities and to help each other in finding the best possible way to help the members of 
the family. 


Miss Altschul, in her lecture on new trends in psychiatric nursing education, 
gave an overall picture of this field of education, of its various levels, methods and 
content. The most important task is to get healthy, mature persons interested 
in psychiatric nursing. Some practical arrangement may help these people to feel 
at home in this field. She emphasised that they should have abilities to develop 
their skills and should be personally suitable for this kind of work. 


Problems in psychiatric nursing education have been solved in a variety of ways 
in different countries. One method has been to integrate, throughout a good general 
training, mental health and psychiatric aspects of nursing. The students receive 
theoretical training and practical experience during training and specialization can be 
arranged for those who want to go deeper in this field and become familiar with 
various kinds of activities both inside and outside the hospital. Teaching and 
administration in psychiatric nursing could be combined with post-basic programmes 
in other nursing fields. Such training should be given to nurses who are well selected 
for their basic training and who, after this and subsequent specialization, have had 
some experience in the psychiatric nursing field. Certain nurses should be given some 
experience and training in research methods as there is a need for more research in 
mental hospitals. 


Auxiliary nurses should have a responsible working relationship with the qualified 
nurse. They belong to the psychiatric team. They have their own professional 
status and their training should include fundamental knowledge of general nursing 
and some aspects of psychological and psychiatric concepts. 
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Patients as People A. E. CLARK-KENNEDY, M.D., F.R.C.P. 

“ This is an excellent book. Dr Clark-Kennedy takes a series of examples of the less common and more 
important aspects of disease as seen in the wards of a teaching hospital, and describes the personal story 
of a patient suffering from that disease.” —The Practitioner. Illustrated by Sylvia Treadgold. Ist edition 
1957. 15/- 
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Europaisches Seminar fur das Pflegepersonal 
in der Psychatrischen Arbeitsgruppe 


FRAULEIN E. S. HAKOLA 


OM 4ten bis zum 15ten November 1957 trafen sich europdische Arzte, Pfleger 
V und Pflegerinnen und Sozialarbeiter in den Niederlanden, um die Rolle des 
Pflegepersonals in der psychatrischen Arbeitsgruppe zu diskutieren. Das Seminar, 
indem diese Diskussionen stattfanden, war gemeinsam von der niederlandischen 
Regierung und der europdischen Abteilung der Welt-Gesundheits-Organisation 
(WHO) arrangiert. Fraulein F. Alves Diniz, Regionsschwester und Dr. D. F. Buckle, 
Regionsarzt fiir Geistesgesundheit vertraten die Regionsabteilung der Welt- 
Gesundheits-Organisation, deren Sitz in Kopenhagen ist. Beide Vertreter trugen 
die Verantwortung fiir die Durchfiihrung des Seminars. Die vortragenden Kranken- 
schwestern waren Fraulein A. Altschul vom Vereinigten K6nigreich, Fraulein I. H. 
Vuorikoski von Finland. Die Teilnehmer vertraten 18 europdische Lander und 
bestanden aus 15 Arzten, 20 Mitgliedern der Pflegeschaft und 5 Sozialarbeitern. 
Dr. J. Cottrell, der vertretende Regions-Direktor vom europdischen Biiro, war bei 
der Eréffnung anwesend. Er begriisste besonders die Mitglieder von Lindern, die 
das erste Mal vertreten waren, einschliesslich U.S.S.R., Bulgarien und Polen. Er 
gab der Arbeitsgruppe das Gefiihl, dass ihnen allen etwas gemeinsam zu eigen war: 
sie waren alle Europaer. Ebenfalls betonte er, dass Krankenpflege ein Wissensgebiet 
fiir sich selbst ist und unterschiedlich von der medizinischen Wissenschaft. 


Die Aufgabe der Gruppe im Seminar bestand darin, die Stellung der Schwester 
klarzustellen und was Gruppenarbeit bedeutet. Alle Vertreter stimmten darin 
iiberein, dass auf diesen Gebieten verschiedene Ansichten in jedem Lande und deren 
Berufsgruppen bestiinden. 


Um mit den Tatigkeiten des Pflegepersonals unter wechselnden Bedingungen 
der psychatrischen Fille vertraut zu werden, studierte das Seminar den vorhandenen 
psychatrischen Dienst anhand von Vortragen und Schriften und durch Besuche in 
einer Reihe von Instituten in den Niederlanden. 


Die Schwester hat ihren Arbeitsplatz im Hospital und ebenfalls ausserhalb des 
Krankenhauses. Im Hospital beteiligt sich die Schwester an der physischen Behand- 
lung und ist selbst ein Teil der gefiihlsmassigen und sozialen Umgebung, in der der 
Patient lebt. Die Schwester oder der Krankenpfleger sammeln Erfahrungen und 
werden durch Leute und Umgebung beeinflusst. Ausserhalb des Krankenhauses 
mag die Schwester den Patienten direkt pflegen, aber in der Hauptsache beeinflusst 
sie die soziale Umgebung, in der der Patient lebt, durch ihre Arbeit mit den Familien- 
mitgliedern, Arbeitgebern oder anderen Menschen, in deren Kreis der Patient lebt. 
Die Ausdriicke ‘‘ vorbeugende psychatrische Arbeit ” und ‘ psychatrische Arbeit in 
der Wohnung”’ werden gebraucht, um die Tatigkeit ausserhalb des Hospitals zu 
beschreiben. Schwestern finden auch in Fabriken Arbeit, da diese Ahnlichkeit mit 
Instituten aufweisen, obgleich sie einen Gemeindedienst darstellen. 


Die Rolle der Krankenschwester als psychatrische Pflegerin in der Wohnung 
war eine ziemlich neue Idee in der Diskussion. Es wurde darauf hingewiesen, dass 
es die Aufgabe der Schwester fiir dffentliches Gesundheitswesen ist, sich um 
Familienfiirsorge zu kiimmern und nicht noch mehr Pfleger in demselben Heim 
arbeiten sollten. Andrerseits wurde jedoch der Punkt erwahnt, dass ein geisteskranker 
Mensch, der zu Hause lebt, psychatrische Pflege braucht. Nicht immer ist physische 
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Behandlung notwendig, aber psychologische wird gebraucht. In manchen Landern 
wird solche Arbeit vom Fachkrankenhaus des jeweiligen Bezirks arrangiert. 


Wo immer die Schwester arbeitet, innerhalb oder ausserhalb des Hospitals, ist 
Erfahrung und K6nnen in Allein- oder Gruppenarbeit notwendig. Die Wissen- 
schaften der Psychatrie und der Psychologie haben den Facharbeitern geholfen, das 
menschliche Wesen und dessen Verhalten griindlich zu verstehen. Wir sind jetzt 
in der Lage, dieses Wissen in unserer taglichen Arbeit anzuwenden. Wir versuchen 
zu verstehen, dass der Patient ein menschliches Wesen ist mit eigenen, individuellen 
Sorgen und Néten. Der Patient ist ein Mitglied seiner Familie und ebenfalls ein 
Mitglied der Gemeinde, von der er kommt. Die gute Beziehung zwischen Schwester 
und Patient ist die beste Art dem Patienten zu helfen, der psychatrische Pflege bedarf. 
Das Hospital bildet eine Behandlungsgemeinschaft, in der der Kranke ein aktives 
Mitglied ist und daran Teil nimmt, seine eigene Behandlung zu unterstiitzen. 


Alle diese Erkenntnisse haben die Pflegetatigkeit auf psychatrischem Gebiete 
vollig veraéndert. Als Facharbeiter hat das Pflegepersonal Material, mit dem es 
arbeiten kann; das gegenwartige Problem besteht aber darin, dass die Entwicklung 
dieses neuen Wissens so schnell geschehen ist, dass eine entsprechende Behandlung 
weder herausgefunden wurde noch entwickelt ist. Die Krankenschwester ist die 
Mitarbeiterin des Arztes. Sie hat die Aufgabe, ihre Tatigkeit in Einklang mit den 
Schritten in der psychatrischen Behandlung zu bringen. Sie muss ihre Arbeit 
analysieren und iiberpriifen und ihre Erfahrung auf dieser Basis aufbauen. 


Zusatzlich zu der unmittelbaren Arbeit mit den Patienten hat die Schwester 
noch andere Aufgaben in der Psychatrie. Sie ist ein Mitglied einer psychatrischen 
Arbeitsgruppe. Sie hat die Leitung der Arbeitsgruppe und die Uberwachung der 
Krankenschwestern. Sie muss die Grundlagen der Psychotherapie kennen und 
verstehen, die der Arzt anwendet und in der Lage sein, ihn in seinem Werk zu 
unterstiitzen und nicht zu behindern. Sie muss auch etwas mit der Forschungsarbeit 
vertraut sein, die auf diesem Felde unternommen wird. All diese Tatigkeiten bediirfen 
besonderer Kenntnisse, diese kénnen aber gleichzeitig mit der Erfahrung auf dem 
Gebiete der psychatrischen Krankenpflege entwickelt und vervollkommnet werden. 


Die Rolle der Krankenschwester in der psychatrischen Arbeitsgruppe kénnen 
wir nicht ganz klarstellen, wenn wir nur ihre Arbeit analysieren. Wir miissen wissen, 
was in verwandten Berufen auf diesem Gebiete geleistet wird und wie dort die ver- 
schiedenen Funktionen eingeteilt sind. Sind diese in der Lage, die neuen Erkenntnisse 
in ihrer Berufstatigkeit bereits anzuwenden ? Wie kann man anhand dieses speziali- 
sierten Wissens eine Arbeitsgruppe aufbauen, die Denken und Handeln gemeinsam 
durchfiihrt ? 


Die Stellung des Arztes und des Psychologen scheint klarer gestellt zu sein. 
Herr J. Lyle, ein Dozent fiir Psychologie, gab in seinem Vortrag eine Grundlage 
fiir richtiges Denken auf dem Gebiete der Zusammenarbeit. Der Arbeitskreis der 
Krankenschwester, der Schwester fiir Sffentliches Gesundheitswesen und der Sozial- 
arbeiterin, in Verbindung mit der psychatrischen Sozialarbeiterin, schien verschiedene 
Ansichten zu zeitigen. Diese Berufe arbeiten alle sehr eng zusammen und ihre 
einzelnen Tatigkeiten sind nicht scharf abgegrenzt. Unter anderem hangt die 
Entwicklung dieses Dienstes in jedem Lande von dem jeweiligen Stande der 
Berufsausbildung dieser Gruppen ab, auch wie die Pfleger auf diesem Gebiet ihre 
verschiedenen Tatigkeiten eingeteilt haben, um derselben Familie zu helfen. Es wird 
immer ein Uberschneiden vorhanden sein. Die Krankenschwester mag etwas 
Sozialarbeit in ihre Tatigkeit miteinschliessen, falls diese nicht von jemand 
Anderem geleistet wird. Dadurch wird aber die Schwester keine Sozialarbeiterin. 
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Sie erfiillt gute Pflegearbeit und regt damit die Entwicklung des Sozialdienstes an. 
Das Uberschneiden ruft jedoch keine ernsteren Probleme hervor, weder fiir den 
Patienten noch fiir das Pflegepersonal, vorausgesetzt, dass die Mitglieder der ver- 
schiedenen Berufe Vertrauen zueinander haben und gelernt haben, miteinander 
zu arbeiten. 


Auch die Stellung der Schwester fiir Beschaftigungstherapie wurde eingehend 
besprochen. Wenn Beschaftigung als Behandlung fiir den Patienten betrachtet 
wird, kann diese nicht von anderer psychatrischer Pflege getrennt werden, die fiir 
ihn geplant wurde. In manchen Liandern wird die Beschaftigungstherapie von 
Leuten durchgefiihrt, die mit der technischen Seite vertraut sind, aber die nicht 
immer Verstandnis fiir die speziellen N6éte des Patienten haben. 


Die Notwendigkeit fiir Gruppenarbeit innerhalb und ausserhalb des Hospitals 
wurde besonders betont. Die Prinzipien der Gruppenarbeit wurden diskutiert und 
vorgefiihrt; Gruppenarbeit ist gemeinsames Planen und Denken. Es bedeutet 
gemeinsame Verantwortung und Mitteilung gesammelter Erfahrungen, wie auch 
gegenseitige Unterstiitzung. Es ist demokratische Gemeinschaftstatigkeit. Ausser- 
halb des Hospitals bilden der Arzt, der Sozialarbeiter, die Schwester fiir 6ffentliche 
Gesundheitspflege und die Schwester fiir Psychatrie, falls sie das Hospital verlasst, eine 
Arbeitsgruppe, die die Verantwortung teilt und sich gegenseitig darin unterstiitzt, 
die méglichst beste Methode herauszufinden, um den Mitgliedern der Familie zu 
helfen. 


Fraulein Altschul gab in ihrem Vortrag tiber neue Wege in der Ausbildung der 
Schwester fiir Psychatrie einen allgemeinen Uberblick auf diesem Gebiet, iiber die 
verschiedenen Stufen, Methoden und Inhalt. Die wichtigste Aufgabe besteht darin, 
gesunde und geistig reife Menschen fiir psychatrische Krankenpflege zu interessieren. 
Praktische Vorbereitung mag solchen Leuten helfen, sich auf diesem Arbeitsgebiet 
wohl zu fiihlen. Sie hob besonders hervor, dass diese befahigt und bereit sein sollten, 
dauernd ihr K6nnen zu verbessern und sie sollten pers6nlich fiir diese Art der Arbeit 
geeignet sein. 


Die Probleme der Ausbildung fiir psychatrische Krankenpflege sind auf 
verschiedenen Wegen in anderen Landern gelést worden. Eine Methode besteht 
darin, in eine gute Allgemeinausbildung die Pflege fiir Geisteskranke und psychatrische 
Fille miteinzuschliessen. Die Schiilerinnen empfangen Theorie und Praxis wahrend 
ihrer Schulung. Spezialisierung kann dann fiir solche eingerichtet werden, die mehr 
auf diesem Gebiete lernen wollen und vertrauter werden wollen mit den verschiedenen 
Arbeiten innerhalb und ausserhalb des Hospitals. Unterricht und Verwaltung im 
psychatrischen Pflegedienst kann dann mit fortgeschrittenem Unterricht auf 
anderen Gebieten der Pflegearbeit verbunden werden. Solche Ausbildung sollte 
nur Schwestern zugute kommen, die sorgfaltig fiir ihre Grundausbildung 
ausgesucht sind und die nach dieser und folgenden Spezialausbildungen 
einige Erfahrung auf dem Gebiet der psychatrischen Pflege aufweisen k6nnen. 
Einigen Schwestern sollte auch die Méglichkeit geboten werden, Erfahrung und 
Schulung auf dem Forschungsgebiet zu erhalten, da die Notwendigkeit fiir mehr 
Forschungsarbeit auf dem Gebiete der Geisteskrankheit besteht. 


Hilfsschwestern sollten gréssere Verantwortung unter der Leitung der Beruf- 
sschwestern tragen, zu deren Arbeitsgruppe sie gehéren. Sie besitzen ihren eigenen 
Berufsstand. Ihre Ausbildung sollte die Grundlage der allgemeinen Krankenpflege 
umfassen, verbunden mit einigem Verstandnis fiir psychologische und psychatrische 
Begriffe. 
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Basic Nursing Education 


A study of the principles and practices which, it is suggested, should govern 
present day nursing education has just been completed by the Florence 
Nightingale International Foundation. A review of the report of this important 
international study is published below. It is followed by a description of the 
first year curriculum of a school of nursing which endeavours to apply modern 
teaching methods to nursing education. This series will be continued in a future 
issue of the International Nursing Review by a description of the second and 
third year curriculum in the same school. 


Principles and Practices of Nursing Education 
JULITA SOTEJO 


Dean and Associate Professor of Nursing, College of Nursing, University of the Philippines 


HERE are many countries today where professional nursing is virtually unknown 

and nursing schools non-existent. Some countries are not yet aware of the 
nature of the nurses’ work or that nurses have definite functions to perform in their 
own social structures. Others however, now realize the many contributions that 
nurses can make toward the attainment of health. They understand too, the need 
to prepare this type of health personnel from amongst their own feminine population, 
and of the important part that nursing care must have when plans are being made to 
meet health needs. These countries want to learn and are asking questions about 
nurses, nursing and how to put up basic nursing schools. They need all the guidance 
they can get in this direction. On the other hand the asking is not the monopoly 
of countries where nursing schools are just beginning to develop. Even in countries 
where such programmes in nursing education are firmly rooted, the progressive 
nursing school principal is searching for answers to such questions as: “ Are the 
graduates of this school of nursing prepared to render the kind of nursing service 
expected of them in terms of the changing health needs of the people? What 
modifications in curriculum offerings and/or experiences need to be instituted to 
assist students develop abilities and attitudes required for the practice of compre- 
hensive nursing ? What prevailing conditions and practices must be strengthened 
or discarded ? What conditions and practices need to be introduced or developed 
if the objectives of the programme are to be attained ? ” 

The latest Report* prepared by the Florence Nightingale International 
Foundation on basic nursing education, and sub-titled principles and practices of 
nursing education, is one of the best sources of the answers to the foregoing questions 
and to many other inquiries about basic nursing education. The report of the study 
conducted by the Florence Nightingale International Foundation, in pursuance of 
the Memorandum of Agreement entered into between the World Health Organization 
and the International Council of Nurses has been prepared by Miss Frances Beck 
and the staff of the FNIF. They are to be commended for having prepared an invalu- 
able contribution to nursing education. 

The purpose of the study upon which the report is based is clearly set forth in the 
Memorandum of Agreement, and embodied as Appendix I. Therefore, in writing 
*Basic Nursing Education—Principles and Practices of Nursing Education published by ICN, price 

25 shillings sterling or $3-75. 
52 














APRIL, 1958 





one’s reactions to this publication, a consideration of how well the purpose of the 
study has been accomplished seems to be in point. A careful examination of the 
report shows that general educational principles applicable to the education of nurses 
and the role of the nursing school in preparing nurses for their increasing responsi- 
bilities resulting from changes in medical and public health have been carefully 
considered and the significant findings incorporated herein. Having been published 
for use as a guide, it now remains for us to determine whether it is going to be of any 
assistance to “‘ those reviewing their nursing education programmes or wishing to 
establish new schools of nursing.” 

As we see it, there are at least two important uses to which the content of the 
report may be put. Firstly, as a method of approach in the study of existing basic 
nursing education programmes and secondly, as a guide to the organization of new 
ones. The first follows a careful review of Chapter J on The Conduct of the Study, 
Appendices II, III, 1V, V, and VI and the notes to these various attachments. These 
parts of the report explain in no uncertain terms the various steps that had to be 
taken in approaching the project; any scientific project for that matter. Among 
such steps are: the definition of purpose, analysis of the task, assumptions made, 
methods used in the collection of data, recording, analysis and interpretation of data 
and recommendations. All these suggest to nurses the ways and means calculated 
to produce a thorough review of nursing education programmes and how to be 
constructively critical in appraising their own individual situations. 


The second big purpose which this publication may be made to serve is as guide 
to the establishment of new basic programmes in nursing education. This value 
may be derived from a careful reading of Chapters I, IJI, 1V, and V. Chapter II, 
for example, discusses the influence on nursing of such factors as: prevailing status 
and role of women, status of occupations, religion, education and economic status 
in any country. Knowledge of these creates broader understanding of nursing 
as it is seen in its true perspective—as a social force itself, continually subjected 
to the influences of the foregoing factors and in turn influencing them. There 
is a definite place for this discussion since it reminds nurses of ‘* that which is common 
to us, our humanity ’’, in the light of which we must take to our nursing tasks. 
Chapter IJ bridges the gap in the thinking of many nurses. The inter-relationships 
between progress in the fields of medicine and public health, resulting in changes 
in practice on the one hand and the implications of these for nursing practice and 
nursing education on the other, are not very apparent to many people. However, 
the inclusion in the discussion of certain significant changes in these fields and of 
several examples of the impact of these on nursing preparation, clarifies thinking 
a great deal and paves the way for analysis of possible effects of progress, favourable 
or otherwise, on the work and education of the nurse in the future. Chapters IV 
and V present the principles of education as these apply to nursing education in its 
various phases. A very significant principle is laid down “ that basic nursing educa- 
tion is the responsibility of an educational institution and, therefore, it is not the 
responsibility of a hospital although the hospital provides the student essential 
opportunities for clinical experience.” (Italics supplied). 

One feels that many of the faulty practices obtaining in nursing education 
today have stemmed from the rather unfortunate situation that the operation and 
ownership of a great number of basic nursing programmes have been and still are 
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the responsibility of hospitals. One has to express serious doubt as to whether the day 
will come at all when nurses the world over will be acquiring their basic education in 
truly educational institutions. The one hope, nevertheless, lies in the new schools 
of nursing that are being or will be established. It is these schools that will be in a 
better position to implement the many valuable principles discussed with respect to 
curriculum, faculty, students, facilities, public relations, etc. The recommendations 
given in these two chapters will, it is hoped, have their effect there since they will 
have no shackles to throw away, no traditions to discard. 

The faster this report gets to the hands of nurse educators and governments 
planning nursing education programmes, the greater its usefulness will be. Written 
in understandable language and published in convenient form, nurse educators, 
nursing school administrators, students specializing in administration of schools 
of nursing, and government bodies planning for nursing education, including in- 
service education programmes in their respective countries, will find the report a one 
volume reference library. In so utilizing the same as a guide, however, there remains 
for us to remember this important reminder that, “‘ It is for each country and each 
individual school of nursing to review for themselves their own situation, draw up 
and state their own principles and objectives and establish their own practices or to 
review these.” 


The Basic Curriculum for the First Year* 


HARRIET DELEURAN 
Assistant Professor of Nursing, Columbia University 
OCIAL, economic and educational changes in our society demand a changing 
concept in the preparation of the student in nursing today. To help meet these 
needs our curriculum is under continuous appraisal by both faculty and students 
alike. Newer methods and opportunities are constantly being tried and our focus 
is on the integration of the entire learning process. 

It is our aim to help the student develop her own powers of observation and to 
assimilate a body of knowledge which she can readily mobilize in her clinical 
performance. 

The following description is of the professional aspect of a total programme, 
based on a minimum of two years of liberal arts preparation in an approved college. 
All students are candidates for the Bachelor of Science degree from Columbia 
University. The programme belongs to the Department of Nursing in the Faculty 
of Nursing of Columbia University. 

Orientation to the programme is primarily designed to acquaint the student 
with the academic programme and the facilities of the school and community. This 
is accomplished through a series of formal and informal sessions held during the 
student’s first week in the school and conducted by both upper classmen and faculty. 
Faculty-student counsellor groups are also formed at this time. Each faculty member 
concerned with the first year programme is responsible for following the progress 
of ten to twelve students during the year. They are assisted by two second year 
students who primarily assist with early orientation and continue to meet with the 
group throughout the year as indicated. Informal as well as structured meetings 
and interviews are planned. 

* Reproduced by courtesy of the Quarterly Magazine, an Alumnae publication. 
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Physical education is required for all students during the first year. The instructor 
works closely with the faculty in the area of body mechanics and posture and classes 
for corrective exercises are planned. Swimming and life saving are also included. 

During the Winter—Spring semesters (September to May) four major courses 
are offered. Jn the first quarter, courses in the fundamentals of the basic sciences 
and nursing are given. Basic Science offers fundamental concepts of anatomy, 
physiology, chemistry, microbiology and nutrition, and is designed to promote 
understanding of the normal structure and function of the body, the environment in 
which man lives and the factors underlying the promotion and maintenance of 
health. This content is integrated into six units namely (1) the body as an integrated 
whole, (2) the erect and moving body, (3) maintaining metabolism of the body, 
(4) digestion, (5) excretion and reproduction and (6) nervous control of co-ordinating 
mechanism of the body. This content is taught by members of the Science Faculties 
of the Faculty of Medicine and Department of Nursing. 

Fundamentals of Nursing, offered concurrently, is a course in which the basic 
principles of nursing are introduced. Special emphasis is placed on physical and 
emotional health, the interaction of the community and the individual in relation to 
health, and the significance of illness to the individual, his family and the community. 
The meaning of the profession and the responsibilities entailed are also included. 
Supervised practice and clinical instruction concerning the care of the mildly ill 
and convalescent patient on the medical and surgical services is planned concurrently. 
This early introduction to the clinical service as well as more specifically defined 
supervision by the instructor in nursing provides a greater correlation of the clinical 
and classroom teaching programmes. 

These courses form a prerequisite for the major course Medical-Surgical 
Nursing which begins in the second quarter of the winter semester and continues 
throughout the spring semester. This course is developed in seven units around 
selected problems related to patients with general medical and surgical conditions. 
These include nursing care in (1) general physical states, (2) infections, (3) cardio- 
vascular and renal disorders, (4) tumours, (5) collagen disorders, (6) psychosomatic 
disorders, (7) endocrine disorders. The basic sciences are continued throughout the 
course and are closely integrated into the content presented. The approach is one 
of total patient care and consideration is given to the patient as a person. The 
psychodynamics of patient care are discussed and aid the student in understanding 
the patient’s reactive and adaptive mechanisms to illness. Consideration for the 
patient’s socio-economic aspects of daily living help to interpret the community 
in its public health role. 

This content is presented through a team approach by members of the faculty 
of the medical and surgical divisions and allied departments as well as the instructors 
in nursing. 

In order to illustrate the effectiveness of such unit planning, the development of 
the cardio-vascular unit will serve as an example. 

The basic sciences include such areas as cardiac physiology related to disease 
conditions, the study of micro-organisms effecting cardiac disease and chemical 
analysis of the blood. The medical lectures of the various cardiac disorders are 
followed by a discussion of diagnostic methods and pathological findings. Both 
medical and surgical treatment are presented and the therapeutic action of diet 
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and drugs are included. Specific skills and techniques required in the care of the 
cardiac patient are demonstrated and practised and the observation of special 
techniques such as performed in the cardio-pulmonary laboratory or experimental 
cardio-surgery laboratory are arranged for small groups of students. 

The nursing care of the cardiac patient is then cumulated in a patient centered 
discussion. The patient’s total care is considered both in the hospital and on his 
return to the community. 

The student experiences concurrent clinical assignment on the general medical 
and surgical services with special regard for such areas as the diet service. The 
administration of medicines is taught and practised on both the medical and surgical 
services. As new drugs are introduced in the classroom the student then follows 
through with the administration of these drugs to patients. Observation in the 
Admitting Clinic and Recovery Room are also provided. 

Evaluation is a constant process in our programme. True resourcefulness and 
judgment as well as the perfecting of skills can only be evaluated after an extended 
period of observation and close supervision. During this first year the attempt is 
made not only to closely integrate this core content but to aid the student in 
effectively applying her assimilated knowledge to patient care. 

In planning for our curriculum in its broadest perspective we are assured that 
it must not only be built on a very adequate liberal arts foundation but that it must 
also serve as a stimulus to the student to continue her education throughout her 
nursing career. 





NURSING TIMES 


The Nursing Times has formed a link between nurses in the United Kingdom 
and their colleagues elsewhere for more than half a century. Early numbers 
contained news from Canada, China, France, India, Russia and the U.S.A. 
Today the journal is read by nurses in nearly 50 countries and it has been the 
official journal of the Royal College of Nursing since 1926. 

A professional journal for those with inquiring minds, it is directed towards 
both young and mature nurses who, being conscious of the past, are yet 
receptive to new ideas and alive to the problems of today. 

Edited by a nurse and written mainly by nurses for nurses. 
Price 6d. weekly. 


Write today for free specimen copy and subscription form 
to the EDITOR, NURSING TIMES, MACMILLAN & CO. LTD., 
ST. MARTIN’S STREET, LONDON, W.C.2. 
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Transports Internationaux et Protection 
de la Sante Publique 


LES ANCIENNES PRATIQUES QUARANTENAIRES 


SNe de la législation sanitaire refléte l’évolution des théories et des 
connaissances relatives 4 l’épidémiologie et 4 la prophylaxie des maladies 
transmissibles importantes. A une époque ou |’on était persuadé que les personnes 
manifestement atteintes étaient seules responsables de la propagation de la maladie, 
il paraissait suffisant, pour empécher l’infection de s’étendre, d’isoler les malades. 
Cependant, il fallut bien se rendre 4 l’évidence: ce moyen ne fut jamais efficace, 
méme aux temps des longs voyages, lorsque les routes empruntées étaient parfaite- 
ment connues et que les contagieux étaient contraints, sous peine de mort, de se 
tenir 4 l’écart de leurs semblables. 


On ne sait au juste ot ni quand l’isolement limité 4 une période déterminée a 
été institué pour la premiére fois. Toutefois, les historiens s’accordent 4 dire que 
l’on en est venue trés rapidement a accepter la période de 40 jours ou quarantenaires 
comme période d’isolement couramment imposée, 4 18 arrivée des navires, aux 
voyageurs ou marchandises suspects. C’est 1a l’origine du mot “‘ quarantaine.” 


L’opposition de nature politique émanait de ceux qui voyaient dans la 
quarantaine une ingérence de |’Etat dans les affaires privées. Cet argument n’était 
pas dépourvu de fondement, étant donné le caractére arbitraire des lois quarantenaires 
et le pouvoir de vie et de mort qu’elles accordaient aux autorités de contréle. En 
1825 encore, le dernier Quarantine Act anglais prévoyait dans certains cas la peine 
de mort pour les personnes entrant en communication avec un navire en quarantaine. 


L’impuissance des gouvernements en face d’une pandémie comme celle du 
choléra au xx siécle, le désaccord entre les théories sur l’origine et le mode de 
propagation de la maladie, et l’irritation croissante des milieux commerciaux lésés 
par les restrictions quarantenaires—qui variaient d’un pays 4 l’autre et ne semblaient 
pas se justifier par leur efficacité—toutes ces raisons contribuérent a préparer le 
terrain favorable 4 une action internationale en matiére de reglements quarantenaires. 


LES CONFERENCES SANITAIRES INTERNATIONALES DU 
XIX* SIECLE 


La premiére conférence sanitaire internationale ne put se réunir qu’en 1851. 
Convoquée sur l’initiative de la France, elle s’ouvrit 4 Paris le 23 juillet. Douze 
Etats—l’Autriche, le Royaume des Deux-Siciles, Espagne, les Etats Pontificaux, 
la France, le Royaume-Uni, la Gréce, le Portugal, la Russie, la Sardaigne, la Toscane 
et la Turquie—y étaient représentés chacun par un diplomate et un médecin, la 
Conférence devant s’occuper de questions 4 la fois techniques et générales. La 
Conférence dura six mois. Malgré de nombreuses difficultés, elle rédigea un code 
sanitaire international dont les 137 articles concernaient le choléra, la peste et la 
fiévre jaune. La convention ne fut toutefois ratifiée que par trois pays. Bien que 
la convention ait été ultérieurement abandonnée, la conférence qui l’a rédigée 
marque cependant un tournant dans Vhistoire de la collaboration sanitaire 
internationale. 
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L’histoire des premiéres conférences sanitaires internationales nous fait assister 
aux efforts de nations qu’un danger commun incite 4 la négociation mais qui sont 
tout a fait incapables d’aboutir 4 un accord par suite de l’insuffisance des connais- 
sances scientifiques. Cependant, a la fin du dix-neuviéme siécle, les travaux de 
Koch, de Pasteur et d’autres chercheurs fournirent certaines des bases scientifiques 
qui manquaient auparavant. La découverte par Koch du vibrion cholérique (1884), 
en venant a l’appui des théories des “‘ contagionnistes,” fut un événement décisif. 


Les conférences du xixe siécle ont contribué, dans une mesure importante, 
a l’amélioration de la législation et de l’organisation sanitaires. Bien que lents, les 
progrés n’en furent pas moins continus. Tout d’abord, ces conférences firent admettre 
Vidée que les discussions internationales pouvaient servir 4 ventiler des questions 
controversées comme celle, par exemple, des répercussions qu’a toute action médicale 
collective sur le commerce entre pays. En second lieu, les débats publics auxquels 
elles donnérent lieu permirent de redresser certaines pratiques arbitraires et m3me 
corrompues qui s’étaient développées sous le couvert de la quarantaine. Troisi¢me- 
ment, elles firent comprendre aux théoriciens—partisans de l’idée de la contagion, 
de celle des miasmes, et d’autres encore—les graves conséquences que !’application 
de leurs conceptions insuffisamment fondées pouvait entrainer pour de nombreux 
pays. La recherche de bases plus rationnelles et scientifiquement mieux étayées 
en fut stimulée. En quatriéme lieu, ces conférences appelérent l’attention sur 
lavantage qu’il y avait 4 uniformiser les pratiques quarantenaires. Elles ont enfin 
établi des conventions sanitaires internationales qui aboutirent ultérieurement a la 
création des premiéres organisations sanitaires internationales. 


LES CONFERENCES ET CONVENTIONS DU XxX¢ SIECLE 


Cependant l’année 1907 fut marquée par un événement d’une importance 
considérable. En application d’un arrangement signé 4 Rome, |’Office international 
d’Hygiéne publique, premiére organisation sanitaire de caractére réellement mondial, 
fut créé 4 Paris. Il joua un réle important pendant 40 ans et ses taches et fonctions 
faisaient partie de I’héritage confié 4 l’OMS par la Conférence internationale de la 
Santé qui se tint 4 New York en 1946. 


Au lendemain de la premiére guerre mondiale, |’Office international d’Hygiéne 
publique entreprit la revision de la convention de 1912. C’est 4 une conférence 
tenue 4 Paris que l’on doit la signature de la mémorable convention sanitaire inter- 
nationale de 1926, qui ajouta le typhus et la variole a la liste des maladies 
‘* quarantenaires.” La convention de 1926, partiellement modifiée en 1938, repré- 
sentait l’aboutissement final des efforts entrepris depuis le dix-neuviéme siécle pour 
trouver un compromis d’une part entre les diverses théories médicales en conflit 
et, d’autre part, entre les préoccupations sanitaires et les exigences pratiques du 
trafic international des voyageurs et des marchandises. La convention de 1926 
servit de guide et de charte aux voyageurs, aux compagnies de navigation et aux 
entreprises commerciales, en méme temps qu’aux services sanitaires des ports. 


Au moment ou l’OMS prit en charge les questions de quarantaine la situation 
était trés confuse et fort peu satisfaisante. De nombreuses mesures quarantenaires 
reposaient sur des bases scientifiques insuffisantes et génaient gravement les voyages 
et le commerce. 
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Un siécle entier s’était ainsi écoulé depuis la premiére conférence sanitaire 
internationale, lorsque le Réglement sanitaire international, adopté en 1951, mit un 
peu d’ordre dans ce chaos. 


L’EVOLUTION DES MALADIES QUARANTENAIRES 


Les maladies dites “* quarantenaires ”’ sont le choléra, la peste, le typhus a poux, 
la fiévre récurrente, la variole et la fiévre jaune. Ces maladies ont provoqué les grands 
* fléaux ”’ de lhistoire, et ce sont elles qui ont toujours été principalement visées, 
aussi bien par les premiéres conventions sanitaires que par le Réglement sanitaire 
international actuel. 


CHOLERA 

Le choléra a existé a l’état endémique depuis des siécles dans I’Inde et vraisembla- 
blement en Chine, mais l’Occident a été épargné jusqu’au xIx¢ siécle. Les pandémies 
de cette époque ont eu de vastes répercussions, non seulement par les ravages qu’elles 
ont exercés mais aussi parce qu’elles ont directement influencé les théories de la 
contagion et de l’infection et activé la co-opération sanitaire internationale. 


La premiére pandémie a éclaté en 1817 et, en six ou sept ans, a gagné Ceylan, la 
Birmanie, la Thailande, l’archipel indonésien, la Chine, le Japon, le golfe Persique, 
la région de la mer Caspienne et le Levant—ainsi que, semble-t-il, Zanzibar et Vile 
Maurice. On pense que la deuxiéme pandémie a eu pour origine une épidémie 
survenue au Bengale en 1826 et qui, de 1829 a 1836, s’est étendue par I’lran et la 
mer Caspienne a la Russie, a la plupart des pays européens, a l'Afrique du Nord, 
puis, franchissant l’océan, aux Amériques. 

Depuis la période qui a immédiatement suivi 1920, la répartition et la propagation 
du choléra dans le monde se sont modifiées radicalement. L’Europe, les Amériques, 
| Afrique (sauf l’Egypte), le Japon (a part un bref retour offensif en 1946) et 





l’Australasie ont été complétement épargnés par la maladie. Il est apparu que le 
choléra se propage a partir de quelques foyers existant dans I’Inde et dans le Pakistan. 


Depuis la deuxiéme guerre mondiale, le choléra n’a pratiquement jamais été 
propagé par des voyages internationaux. Pendant la période 1950-55, on n’a signalé 
que treize bateaux avec des cas de choléra a bord 4 leur arrivée au port de destination; 

} aucun des malades n’a provoqué d’infection secondaire. 


| PESTE 

La premiére pandémie de peste que l’histoire a relatée de fagon précise est celle 
qui a sévi au vie siécle de notre ére, sous le régne de l’Empereur Justinien. Les 
ravages qu’elle a faits dans le monde connu 4a l’époque ont eu une ampleur telle 
qu’on I’a considérée comme “ l’une des pires calamités qui se soient abattues sur le 
genre humain.’’* 


. La deuxiéme catastrophe provoquée par la peste a été la célébre Peste Noire 
au xIve siécle. Il s’agissait d’une pandémie au sens exact du terme; les historiens 
de l’Orient et de l’Occident ont parlé de l’effroyable tribut de vies humaines qu’elle 
a prélevé pendant de nombreuses années. On sait qu’en Europe et en Asie les victimes 
se sont comptées par millions, et que l’humanité organisée a failli périr. 


*Pollitzer, R. (1954) La peste, Genéve (Organisation mondiale de la Santé: Série de Monographies, 
No. 22), p. 12. 
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On pense que la pandémie de peste survenue pendant la deuxiéme moitié du 
xIx¢ siécle et les premiéres années du xx¢ siécle est partie des montagnes du Yunnan, 
dans le sud-est de l’Asie, pour gagner Canton et Hong-Kong; de 1a, les navires ont 
répandu la maladie aux quatre coins de la terre dans de nombreux ports et pays. 
C’est cette derniére pandémie qui a déterminé la répartition et la situation actuelles 
de la peste dans le monde et, par voie de conséquence, appelé une action quarantenaire 
internationale. 


Ce tour d’horizon rapide ne laisse pas d’étre encourageant, surtout si l’on 
considére que la propagation de la peste entre pays semble avoir cessé depuis quelques 
années. (Un seul cas de ce genre a été signalé récemment.) La peste humaine a beau- 
coup reculé, particuliérement en Asie ow elle exergait autrefois de grands ravages. 
L’amélioration des conditions sanitaires, l’assainissement, la modernisation des 
moyens de transport et l’efficacité plus grande des services de la santé ont tous 
contribué au fléchissement de la maladie. Parallélement, les nouveaux insecticides 
et rodenticides ont réduit le danger de transmission par les rongeurs. Les théra- 
peutiques récentes donnent également de grands espoirs. Méme la peste pneumonique, 
dont l’issue était autrefois toujours fatale, est maintenant guérissable. 


Mais ces progrés, aussi impressionnants et satisfaisants soient-ils, ne concernent 
qu’un aspect de la question. La peste est une infection animale qui se transmet 
accidentellement 4 ’homme. Pour beaucoup de régions on n’a que des connaissances 
imparfaites sur la peste des rongeurs sauvages, son ampleur, son évolution et ses 
rapports avec la peste humaine. Lorsqu’on en saura davantage, on découvrira 
peut-étre que l’écologie de la peste différe de l’idée que nous nous en faisons 
aujourd’hui, ot I’on explique si fréquemment les infections locales par l’importation 
de la maladie, ou sa progression a partir de foyers lointains. 


TYPHUS A POUX 


Comparé a ce qu’il était il y a quelques années, le tableau mondial du typhus 
se présente, lui aussi, de fagon fort différente depuis que la lutte contre la maladie 
est menée scientifiquement. Pendant des siécles, le typhus a tant de fois accompagné 
les guerres, les famines et d’autres désastres sociaux qu’on a redouté ses méfaits 
lors de la deuxiéme guerre mondiale. Or, malgré les bouleversements survenus dans 
certains pays durant les derniéres années du conflit, le typhus a toujours pu étre 
circonscrit. Si le typhus a été moins dangereux pendant et aprés la deuxiéme guerre 
mondiale, ce n’est pas que le virus ait perdu de sa virulence ou que les poux aient 
rencontré au début un terrain moins favorable. Il a pu étre jugulé grace aux mesures 
Sanitaires générales qu’ont imposées les autorités civiles et militaires, grace aux 
applications d’insecticides rendues encore plus efficaces par la découverte du DDT, 
et peut-étre grace a la vaccination. Les méthodes directes de lutte contre le typhus 
dont on dispose maintenant sont si simples et si efficaces qu’aucun service sanitaire, 
pas méme le plus rudimentaire, ne redoute encore cette maladie. La pulvérisation 
dans les vétements d’un insecticide a effet rémanent (DDT en général) permet 
d’épouiller rapidement des groupes nombreux d’individus. Cette méthode a été 
mise au point en Egypte et en Afrique du nord* pendant la deuxiéme guerre mondiale; 
c’est encore de nos jours le meilleur moyen de lutter et de se prémunir contre le typhus 


*Gear, H. S. (1945) S. Afr. med. J., 19, 290, et Soper, F. L. et al. (1943) Arch. Inst. Pasteur Alger, 
23-24, 183. 
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et les autres maladies transmises par les poux. En outre, la propreté collective et 
individuelle, qui va s’améliorant dans la plupart des pays, contribue 4 rendre ces 
maladies moins fréquentes. 

Depuis la deuxiéme guerre mondiale, on n’a pas signalé de poussée de typhus 
due 4 une infection véhiculée par les transports internationaux. Cing navires infectés 
seulement ont été signalés 4 ’OMS: un 4a son arrivée 4 Colombo (Ceylan) et les 
autres a leur entrée dans des ports japonais. 

En temps de paix, et méme de troubles sociaux provoqués par la guerre, le typhus 
perd de plus en plus de son importance. Toute collectivité qui respecte les régles 
de l’hygiéne et qui dispose de l’organisation et du matériel simples et peu coiditeux 
nécessaires 4 l’épouillage n’a plus 4 craindre le typhus. 


FIEVRE RECURRENTE 


La fiévre récurrente 4 poux est probablement la moins connue des maladies 
quarantenaires. Les premiéres conventions internationales sur la quarantaine n’en 
faisaient pas mention. Cependant, bien que sa propagation par les moyens de 
transport soit assez limitée, elle a été incluse dans le Réglement sanitaire international 
de 1951. 

Depuis une quarantaine d’années, la maladie a été signalée sous forme de 
manifestations sporadiques ou d’épidémies dans l’est de l'Europe, en URSS, en 
Chine, dans I’Inde, dans le nord-ouest de l’Asie et en Afrique du nord. 

La fiévre récurrente ne présente aujourd’hui que peu d’importance en matiére 
de quarantaine internationale. Les progrés de l’épidémiologie, la création de services 
efficaces de santé publique dans les pays ot la maladie est endémique, et l’emploi 
des insecticides modernes sont autant de facteurs qui ont contribué a en réduire 
la gravité. Il n’en demeure pas moins que la forme transmise par les tiques pose 
encore un probléme de caractére intérieur dans quelques territoires qui n’ont pas 
encore été en mesure d’élever leur niveau sanitaire. 


VARIOLE 


La variole a sévi a toutes les époques, dans toutes les régions, sous tous les 
climats et chez toutes les populations; c’est la maladie qui a menacé chacun. 
L’histoire nous enseigne quel fut le triste sort, jusqu’a une époque trés récente, des 
populations non vaccinées, ravagées par cette maladie. La vaccination en a modifié 
le cours dans de nombreux pays; certains autres continuent a l’héberger. 


Les données provisoires les plus récentes dont on dispose sont rassurantes. 
La fréquence de la maladie a sensiblement diminué surtout en Amérique et un peu 
moins en Afrique. Les pays que l’on peut maintenant considérer comme indemnes 
sont: en Océanie, l’Australie, la Nouvelle-Zélande et les iles du Pacifique Sud; en 
Asie, les pays de la Méditerranée orientale, le Japon, les Philippines et la Fédération 
de Malaisie; en Afrique, l’Egypte, les pays en bordure de la céte méridionale et les 
iles de l’océan Indien; la presque totalité de ’!Europe; et en Amérique, le Canada, 
les Etats-Unis, le Mexique (depuis la fin de 1951) et les Antilles. 

C’est encore la variole qui motive le plus de déclarations de navires infectés. 
Il convient toutefois de noter que l’on ne dispose pas de données précises sur la 
fréquence relative des formes graves et des formes bénignes, et il est probable qu’un 
certain nombre des déclarations de variole se rapportent 4 des atteintes bénignes 


61 











INTERNATIONAL NURSING REVIEW 





ou méme a une autre maladie que la variole. En effet, il arrive parfois que l’on 
confonde la varicelle et diverses éruptions cutanées avec la variole. 


S’il est certain que les risques de transmission des formes bénignes ou atypiques 
de la maladie posent de nouveaux problémes aux autorités sanitaires, il n’en est pas 
moins vrai que l’importance de la variole se trouve fortement diminuée du fait que 
les formes graves ne dépassent pas les limites de certaines régions d’endémicité. 
Certes on ne peut que déplorer la persistance de tels foyers et la nécessité d’exercer 
une vigilance constante afin d’empécher la propagation de linfection. Il faut 
toutefois reconnaitre que la variole ne constitue plus une menace pour tous les pays, 
comme c’était encore le cas au début du vingtiéme siécle. 


FIEVRE JAUNE 


La fiévre jaune présente une particularité épidémiologique: elle sévit sous les 
tropiques d’Afrique et d’Amérique, mais est inconnue dans les autres continents ou 
il existe cependant des régions qui semblent réunir les conditions climatiques 
favorables 4 son apparition—notamment en Asie. L’Europe et l’Amérique du Nord 
ont dai se défendre 4 diverses reprises contre des invasions de fiévre jaune, |’Asie 
jamais. La formule de quarantaine internationale actuellement appliquée a la 
fiévre jaune tient compte de ce phénoméne, qui demeure un des mystéres de 
l’épidémiologie. 

On sait comment l’homme est parvenue 4 vaincre la fiévre jaune. Les campagnes 
de grande envergure menées récemment figurent, parmi les réalisations les plus 
remarquables de la médecine préventive moderne. C’est parce que les découvertes 
scientifiques ont été exploitées par des services médicaux bien organisés que la 
situation actuelle est bonne. La fiévre jaune transmise par Aédes aegypti n’a fait 
aucune apparition sur le continent américain depuis 1934, a l'exception de Tile 
de la Trinité ot trois cas présentant, semble-t-il, cette forme de la maladie se sont 
produits en 1954. Les premiéres opérations de lutte contre les moustiques ont été 
entreprises au début du siécle, sit6t aprés la découverte du réle joué par le moustique 
vecteur. Leur objectif, 4 savoir la lutte générale contre le moustique, a été abandonné 
depuis, 4 la suite de l’initiative prise par le Service national brésilien de la fiévre 
jaune avec l’assistance de la Rockefeller Foundation. A présent, les programmes 
visent l’éradication d’Aédes aegypti. Par une résolution adoptée en 1947, le Conseil 
de Direction de l’Organisation sanitaire panaméricaine faisait savoir qu’il approuvait, 
encourageait et appuyait cette réorientation de la politique antiamarile en Amérique 
centrale et en Amérique du Sud. 


L’adoption de cette politique régionale hardie, qui ne néglige aucun aspect 
du probléme de la fiévre jaune, a transformé la situation. La maladie a disparu 
des villes, bourgades et autres localités précédemment infestées par Aédes aegypti. 
Toutefois, un espoir a été décu: l’éradication du moustique n’a pas éliminé la 
maladie. En 1933, on a décelé une nouvelle forme de fiévre jaune, la fiévre jaune 
selvatique, qui est transmise par d’autres moustiques que Aédes aegypti. Dans les 
Amériques, la fiévre jaune selvatique n’atteint homme qu’accidentellement. En 
effet, les moustiques et les primates incriminés appartiennent a des espéces qui vivent 
dans les régions que homme n’habite pas. C’est en pénétrant dans les foréts ou 
sévit la fiévre selvatique que ce dernier peut étre infecté. 
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On observe des différences épidémiologiques entre l’Afrique et l’Amérique. 
Les zones a populations de Aédes aegypti sont plus étendues en Afrique occidentale, 
par exemple, qu’en Amérique; le vecteur africain ne vit pas exclusivement dans 
les lieux habités par ’homme, de sorte qu’il n’est pas aussi simple de lutter contre 
cet insecte et encore moins de réaliser son éradication. En outre, ce qu’on sait de 
la maladie donne a penser qu’il existe en Afrique un type plus complexe de fiévre 
jaune selvatique dans lequel le facteur humain intervient différement. En Afrique, 
le cycle moustique-singe n’est pas aussi étroitement limité a la voiite forestiére; le 
singe est maraudeur et, lorsqu’il sort de la forét proprement dite, il peut contaminer 
homme, par l’intermédiaire de Aédes simpsoni, dans un village ou un lieu habité. 


LE REGLEMENT SANITAIRE INTERNATIONAL 


La Constitution de l’Organisation mondiale de la Santé, rédigée en juillet 1946, 
prévoit expressément que l’Assemblée mondiale de la Santé “aura autorité pour 
adopter les réglements concernant . . . telle mesure sanitaire et de quarantaine ou 
toute autre procédure destinée 4 empécher la propagation des maladies d’un pays 
a lautre....” (Article 21). L’OMS s’est donc vu confier l’importante mission de 
travailler 4 la conclusion d’un accord international dans un domaine qui, de tout 
temps, avait prété 4 de nombreuses controverses. 


De 1946 a 1948, des études préliminaires furent entreprises sur la possibilité 
de remplacer les conventions sanitaires antérieures par un texte unique, inspiré des 
conceptions épidémiologiques modernes. Plusieurs groupes d’experts, réunis sur 
initiative commune de l’OMS et de l’Office international d’Hygiéne publique, 
fournirent les avis techniques indispensables. Par la suite, la Premiére Assemblée 
mondiale de la Santé créa le Comité d’experts de l’Epidémiologie internationale et 
de la Quarantaine, qui fut chargé “‘ de reviser . . . les conventions sanitaires inter- 
nationales existantes . . . et de les fondre en un seul recueil de réglements répondant 
aux besoins sanitaries concernant tous les voyageurs.” 


Le nouveau Réglement sanitarie international devait donner effect 4 un certain 
nombre de principes, parmi lesquels figuraient les suivants: 


1. Seules des notifications exactes et rapides concernant l’apparition des maladies 
peuvent permettre d’intervenir efficacement contre la propagation des épidémies, 
et de lever les restrictions imposées au trafic international dés la disparition du 
danger d’infection. 


2. Chaque pays doit consolider ses défenses intérieures contre la maladie— 
par l’amélioration de l’assainissement, la lutte contre les insectes vecteurs, la 
vaccination de tous ses habitants, par exemple—plutdét que de compter sur les mesures 
prises 4 ses frontiéres. 


3. Le contréle frontalier ne doit pas dépasser le minimum compatible avec 
la situation sanitaire existante. Des mesures excessives entraveraient indiment les 
communications entre pays et entraineraient de graves conséquences économiques; 
de plus, par leur outrance méme, elles pourraient inciter les intéressés 4 se soustraire 
délibérément au contrdéle sanitaire et iraient ainsi 4 l’encontre de leur objet. 
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Grace a cette préparation approfondie, le Réglement sanitaire international fut 
adopté a l’unanimité, le 25 mai 1951, par la Quatriéme Assemblée mondiale de la 
Santé. 


L’intérét technique du Réglement sanitaire international se double d’un intérét 
juridique car il représente un nouveau type d’accord international. En effet, la 
Constitution de l’OMS confére a l’Assemblée mondiale de la Santé le pouvoir de 
discuter et d’adopter directement des réglements sanitaires internationaux; elle 
pose en outre un principe également important, selon lequel aucun acte concret 
d’acceptation n’est nécessaire de la part d’un Etat Membre désireux d’adhérer a 
ces réglements. En d’autres termes, lorsque l’Assemblée de la Santé, organe qui 
réunit les représentants de tous les Etats Membres de l’OMS et qui siége a intervalles 
réguliers, adopte un réglement, tous les Membres sont automatiquement liés par 
lui, 4 moins de notifier au Directeur général de l’Organisation, dans un délai spécifié, 
qu’ils entendent rejeter le texte ou faire des réserves. 


Le Réglement sanitaire international traite de multiples questions: notifications 
et renseignements épidémiologiques, organisation sanitaire et obligations incombant 
aux autorités responsables en ce quiconcerne la salubrité dans les ports et les aéroports; 
mesures et formalités sanitaires, avec indication des régles maximums applicables 
au départ, a l’arrivée et en cours de voyage ainsi que des dispositions concernant le 
transport international des marchandises, des bagages et du courrier; dispositions 
propres 4 chacune des maladies quarantenaires; documents sanitaires; et droits 
sanitaries. 


ORGANISATION ADMINISTRATIVE DE L’APPLICATION DU REGLEMENT 


L’application efficace du Réglement sanitaire international exige la diffusion de 
renseignements épidémiologiques sirs, complets et récents concernant l’apparition 
de maladies quarantenaires dans les divers Etats et territoires. Le Réglement impose 
aux administrations sanitaires des obligations précises en. cette matiére. Elles doivent 
notifier 4 ’!OMS, par poste aérienne et dans certains cas par télégramme, les maladies 
quarantenaires qui se déclarent sur leur territoire, et fournir des rapports supplé- 
mentaires lorsque ces maladies persistent. L’Organisation est tenue 4 son tour de 
transmettre ces informations a toutes les administrations sanitaires. Les renseigne- 
ments urgents qui leur sont communiqués sont transmis dans le monde entier par 
une série de bulletins radiodiffusés. Aprés avoir été confirmées, les informations 
contenues dans les bulletins épidémiologiques paraissent, avec d’autres renseignements 
concernant l’application du Réglement, dans des publications hebdomadaires qui 
sont préparées dans les bureaux de Genéve, Singapour, Washington et Alexandrie, 
et envoyées par avion aux administrations sanitaires. 


Pour diffuser les notifications épidémiologiques, OMS publie un Relevé 
épidémiologique hebdomadaire, qui paraissait déja 4 l’époque de la Société des 
Nations et compte maintenant 31 années d’existence. 


. Il est devenu un des éléments de la machine administrative qui assure |’applica- 
tion du Réglement sanitaire international. Les informations essentielles qu’il 
contient doivent atteindre tous les gouvernements; aussi le Relevé est-il distribué 
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dans le monde entier aux administrations sanitaires, aux services quarantenaires 
ainsi qu’a toutes autres personnes et institutions intéressées. 


CONCLUSIONS 


L’histoire de la quarantaine internationale est intimement liée a celle de la 
collaboration sanitaire internationale. Elle a été marquée par un siécle de progrés 
continus et par de remarquables innovations au cours des vingt derniéres années. 
L’un de ses mérites, et non le moindre, est d’avoir fortement contribué 4 montrer 
aux gouvernements la valeur et lutilité des discussions et des négociations inter- 
nationales, quel qu’en soit l’objet. Les succés remportés ont aidé 4 la diffusion des 
connaissances, au développement de la compréhension mutuelle et 4 l’amélioration 
des conditions de vie. La quarantaine a donc droit a une place de choix dans l’histoire 
universelle des peuples et dans histoire de la médecine. 





) Ce sommaire a paru en anglais dans la Revue Internationale des Infirmiéres de 
mai 1957. 

La rédactrice de la Revue Internationale des Infirmiéres désire exprimer ses senti- 
ments de reconnaissance 4 Mademoiselle Olive Baggallay, M.B.E., LI.B., avant sa 
retraite Chef de la Section des Soins infirmiers de l’Organisation mondiale de la 
Santé, qui a préparé le sommaire ci-dessus concernant un exposé qui a paru dans le 
Chronicle of the World Health Organization du mois d’octobre 1956. 
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ERRATUM 


October 1957 issue of the International Nursing Review 
In the photograph between pages 112 and 113 (depicting Editors of Nursing Journals), we regret 
that the Editor of the Philippine Journal of Nursing was erroneously given as Mrs. Rosario A. Ordiz. 
The caption should have stated that Mrs. Conchita B. Ruiz is the Editor. 
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AUSTRALIA 


Miss M. Margaret McNaughton, a member of the Royal Victorian College of 
Nursing, has been appointed as Secretary-General of the Royal Australian Nursing 
Federation. She replaces Miss Mavis Avery, who has taken up a new position as 
Chief Nursing Officer for the Victorian Nursing Council. 


CANADA 


The first Canadian Conference on Nursing, at which representatives from related 
professions were present, was held in Ottawa in November, 1957. Following the 
plenary sessions and group discussions, a series of recommendations were made. 
These included emphasis on the educational content of preparation for nursing, 
separation of hospital and nursing school budgets and more research projects to 
find the facts needed to provide better nursing service. Improved leadership, and 
the functions related to it, should also receive more attention from the professional 
organizations, it was recommended. 

Three thousand nurses are expected to attend the Canadian Nurses’ Association 
50th Anniversary Meeting from June 23rd to June 27th, 1958, in Ottawa. The 
theme will be “‘ Into the Future Open a Better Way.”’ The keynote address will be 
given by Miss Daisy C. Bridges, General Secretary of the International Council of 
Nurses. At an international session, Miss Agnes Ohlson, President of the Inter- 
national Council of Nurses and Miss Lyle Creelman, Chief, Nursing Section of the 
World Health Organization will be the speakers. Other highlights planned are an 
exhibition and a pageant of nursing. 


FINLAND 


The Finnish Nurses’ Association this year celebrates two. anniversaries: its 
own 60th Jubilee and the 50th year of publication of Epione, the Association Journal 
published in Swedish and Finnish. 


The Finnish Nurses’ Association and the National League of Trained Nurses 
of Finland together form the National Council of Nurses of Finland, which is 
affiliated to the International Council of Nurses. One of the past Presidents of the 
International Council of Nurses, Baroness Sophie Mannerheim, was for many 
years President of the Finnish Nurses’ Association. The present President of the 
National League of Trained Nurses, Miss Kyllikki Pohjala, is one of the new ICN 
Officers elected in Rome to serve as second Vice-President of the International 
Council of Nurses until 1961. 


The European Regional Office of WHO, in collaboration with the Government 
of Finland, is to hold a Conference on Public Health Nursing in August, 1958, 
in the State College of Nursing, Helsinki. The Conference will be based on the idea 
that all nursing should be directed to the promotion of health and that hospitals 
should be health agencies, contributing to the health of the community. Fifty 
participants from twenty-six European countries will take part, including nurses in 
public health nursing practice and administration and in basic and post-basic nursing 
education. 
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GERMANY 

In August last year the German Nurses’ Federation applied for admission to 
the West European Group of the ICN which, at the present time, has its headquarters 
in Paris. In November, 1957, the present Chairman, Miss Clamageran, announced 
that their request had been granted. 

The German Nurses’ Federation will be formally welcomed at the next meeting 
of the West European Group in the spring. 


GREAT BRITAIN 

Until recently nurses trained in certain countries outside Great Britain were 
not required to register with the normal registration authority, the General Nursing 
Council. New Regulations to change this situation came into force during 1957. 
The effect of these regulations is that nurses coming from the countries concerned 
will in future only receive the full negotiated salary if they do register with the General 
Nursing Council. If they choose not to do so they will only receive the salary paid 
to auxiliary nursing staff (although if fully trained they will be treated in all other 
respects as fully qualified nurses). 

All nurses trained outside Great Britain, who wish to obtain experience in 
Britain, should apply to their National Nurses’ Association in the first instance for 
full particulars of the steps they must take to obtain registration. 


INDIA 

The general nursing and medical situation in India is being studied by Miss 
Virginia Arnold, Assistant Director of Medical Education and Public Health in the 
Rockefeller Foundation’s New York, U.S.A., Office. Miss Arnold was at one time 
on the staff of the ICN, first as Associate Executive Secretary and then as Acting 
Executive Secretary. 


IRAN 

The Eastern Mediterranean Region of WHO is planning a Seminar to be held 
in Teheran for health educators. The aim of the Seminar will be to define the contribu- 
tion that the health educator of the public can make towards the solution of health 
problems. There will also be discussions on ways to encourage health workers of 
all kinds to take part in health education. 

Greatly expanded health education services are needed in almost every country 
in the Eastern Mediterranean Region to keep pace with the rapid development of 
the public health services there.* 

*WHO Chronicle 


PHILIPPINES 

The Director of the Nursing Bureau of the League of Red Cross Societies, 
Miss Yvonne Hentsch, recently visited Manila, following the Red Cross Conference 
in New Delhi. From Manila she proceeded to Saigon for a two-week observation 
tour in Vietnam before returning to Geneva. 

The College of Nursing in the University of the Philippines sponsored a two-day 
conference in October 1957, in an effort to search for, or reconstruct, records relating 
to nursing. As a result of the conference a research project was launched to collect 
information for a History of Nursing in the Philippines. Areas to be covered include 
nursing education, public health nursing, institutional nursing, army nursing, nursing 
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legislation, and any other material from the pre-Spanish period to the present. 
Participants in the conference divided into groups. The periods covered by the groups 
were: 

Group I 1521—1898 

Group II 1898—1919 

Group Ill 1920—1941 

Group IV  1941—present 


Further discussions are due to be held this month. 


SWEDEN 


A Northern European School of Public Health is one of the proposals under 
discussion by the Inter-Northern Committee of the Nordiska Radet (the Northern 
Council). It has arisen out of the consideration being given to the most suitable form 
in which to organize a common public health education among the Northern European 
countries. 

To begin with the school would be limited to the preparation of doctors, nurses, 
veterinary surgeons, and sanitary engineers for leading positions, and the courses 
would consist of four two-month programmes over a two to four year period. 

The proposed school will be situated in Gothenburg and although independent 
of Swedish educational bodies, would work in close co-operation with the scientific 
institutions concerned with social medicine and hygiene in Gothenburg. 

A nurse will hold one of the permanent positions on the school staff and the 
committee consider she should hold full academic qualifications. 


UNITED STATES OF AMERICA 


For over a year the American Nurses’ Association has been preparing for a 
membership campaign under the title of “‘ Roll Call’. The preliminary preparations 
have included training programmes for leaders at all levels, for the Roll Call is designed 
to lead to a better informed membership and a higher number of nurses in member- 
ship. The results of the Roll Call will not be known until the end of 1958 but in 
the early months of the year first reports were most encouraging. 

‘““A rapidly multiplying membership of enthusiastic nurses will help us meet 
the increasingly greater demands which are being made on organized nursing,” Miss 
Agnes Ohlson, President of the ANA, and President of the ICN, wrote in launching 
the Roll Call, which she hopes will make this an historic year for the ANA. 

The 41st ANA Convention will be held in Atlantic City from June 9th to 13th 
on the theme “ The Professional Nurse—Practitioner and Citizen”. The ANA 
special committee of State Boards of Nursing will meet before the Convention and 
the annual educational programme for members of State Boards will also take place 
then. It will include discussion on the members’ responsibilities. 

A new Section for Office Nurses has been established in the ANA. This is the 
first Section to be added to the original seven Sections created when the nursing 
organizations were restructured in 1952. Through the new Section office nurses will 
have direct representation on the Board of Directors of the American Nurses’ 
Association and will meet as a Section at the Convention. Industrial nurses meeting 
at the Convention will be considering whether to rename their Section ‘‘ Occupational 
Health Nurses’ Section ”’. 
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News of Nursing Journals 


THe NURSING JOURNAL OF INDIA 

The Nursing Journal of India greeted the New Year with a new look. A revised 
cover design and new headings for the various sections within the Journal give it an 
attractive appearance. More pictures are a feature and the International Council 
of Nurses will in future have a page devoted to its activities every month. It is 
sincerely hoped other journals will follow this admirable lead. 


DisTRICT NURSING 

This month the Queen’s Nurses Magazine, first published in 1904, will be re- 
launched as the official journal of the Queen’s Institute under the title District Nursing. 
The aim of the journal will be to keep those interested in the public health field 
informed of the activities, at home and overseas, of the Queen’s Institute of District 
Nursing. The scope of the journal will go beyond domestic interests and include 
authoritative articles to provoke thought and discussion to help the district nurse 
and those administering the service she gives. 

Subscriptions 12s. per annum (Queen’s Nurses, 10s. per annum) should be 
sent to the Subscription Department, Queen’s Nurses’ Magazine Limited, 57 Lower 
Belgrave Street, London, S.W.1, England. 


REVUE DE L’INFIRMIERE ET DE L’ASSISTANTE SOCIALE 

Mademoiselle Lair, who until recently was concerned with the production of 
Revue de I’ Infirmiére et de I’ Assistante Sociale, has now left and has been replaced by 
Mademoiselle de Montgolfier. The Revue de I’Infirmiére et de Il’ Assistante Sociale 
is published under the patronage of the French Red Cross at 6 Rue de Berri, Paris 8, 
France, and appears monthly. 

Orders for subscriptions should be sent to: 174 Boulevard St. Germaine, Paris 6, 
France. The subscription outside France is 18,000 francs per annum. 


EPIONE 

Epione, the official journal of the Finnish Nurses’ Association, celebrated its 50th 
year of publication in February, 1958. It is published monthly in a royal blue cover 
and provides for both its Finnish and Swedish language readers by making both 
ends of the magazine the beginning. Read one way up the journal begins in Swedish 
but turn it up the other way and it begins again from the other end but in Finnish! 

The 50th Anniversary was celebrated by a special Jubilee issue on the develop- 
ment of the Finnish Nurses’ Association which celebrates its 60th Anniversary this 
year (see page 66). 


THE CANADIAN Nurse JOURNAL 

A special issue of The Canadian Nurse Journal will be published in June to 
celebrate the 50th Anniversary of the foundation of the Canadian Nurses’ Association. 
The contributors have been specially chosen to bridge the gap between 1908 and 1958 
and to show how various fields of medical practice have affected the development of 
nursing in that period. 


DEUTSCHE SCHWESTERNZEITUNG 
The January issue of the monthly magazine Deutsche Schwesternzeitung has 
a newly designed cover. While the traditional dove grey background is retained, 
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the title is now displayed in large white letters and the list of principal contents has 
been removed from the cover. The new cover design is also accompanied by 
another innovation. All readers in non-German speaking countries will in future 
receive a mimeographed summary in English of the principal articles. 


INTERNATIONAL JOURNAL OF HEALTH EDUCATION 

A new journal to meet the needs of everyone concerned with health education 
made it debut in January. Published in an attractive blue-grey and black cover, it 
will be appearing quarterly to serve all who are interested in the activities and purposes 
of the Internatione! Union for Health Education of the Public. 

The Editor is Miss Annette Le Meitour and the Editorial Office is at 3 Rue 
Viollier, Geneva, Switzerland. The annual subscription is $3.00 or S.W. frs. 12.0 or 
£1 sterling or the equivalent, for both the French and English language editions. 


NuRSING TIMES 

It is just a year since the Nursing Times introduced “* student special” as a 
weekly feature for future members of the profession. It is proving popular with 
students and with matrons and sister tutors, who find it serves as a guide to student 
thinking. 

The editor of the Nursing Times, Miss Marjorie Wenger, celebrates her tenth 
year of service as Editor this year. 


THe NORTHERN RHODESIA Nurses’ ASSOCIATION JOURNAL 


This Journal made its first appearance at the end of 1957 under the active 
editorship of Mr. Ian Gray. Mr. Gray is using some novel means to deal with the 
problem of collecting news from a scattered community. In the first issue in 1958 
the editor publishes an interview between himself and a member of the Northern 
Rhodesia Nurses’ Association, collected on a tape recorder. It is hoped reports of 
branch meetings and talks will be collected on the tape recorder. 


SOUTH AFRICAN NURSING JOURNAL 

Since its foundation more than a decade ago the South African Nursing Journal 
has doubled in size and circulation. In the February issue it is announced that the 
Journal has decided, in consultation with the South African Nurses’ Association, 
to award a scholarship to train a nurse as the Journal’s future editor. The Westdene 
Products Nursing Scholarship for 1958 and 1959 will be used for the purpose, by 
arrangement with the National Federation of Nurses’ Committee of South Africa. 
The scholarship will cover a twelve months’ course at the School of Modern 
Languages, the Polytechnic, London, and while in London the future editor will 
spend a period before and after the course gaining practical experience on the Nursing 
Times. 


NURSING MIRROR 


One of the oldest professional nursing journals celebrates its 70th Anniversary 
this month. This anniversary year for the Nursing Mirror coincides with Miss J. 
Elise Gordon’s twentieth year of service as Editor. The paper has had only four 
editors since its foundation and during the course of its existence has incorporated 
various other nursing papers. 
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Medical Nursing 


Paper prepared on behalf of the National Federation of Belgian Nurses for the 
Nursing Service Committee of the International Council of Nurses 


HE content of nursing includes the patient’s comfort and hygiene, as well as the 
preventive work for which the professional nurse assumes responsibility, and in 
which she therefore takes the initiative. To this must be added the carrying out of 
professional techniques, ordered and supervised by the doctor, and the cultural and 
moral care and rehabilitation of the patient. For this co-operation is necessary with 
a large number of individuals whose training, up to now, has been considered as 
distinct from that of personnel trained within the hospital. 


This important and diverse care for the patient constitutes modern nursing. 
It can only be thought of in terms of team work in which its success will depend on 
the precise place reserved for the nurse—the agent for liaison, co-ordination, com- 
munication, executive action and information within the medico-social team. 


This team comprises: (a) the representatives of the official and professional 
authorities and all the executive agents from the chief administrators to the most 
humble subordinate; (6) the sociologist and his assistants: the auxiliary staff and 
social workers and family visitors; (c) the doctor, the surgeon, the sanitary inspector, 
the specialist, the nurses, the assistant nurses, and finally; (d) the essential collabora- 
tors, the cultural assistants, the psychologists, the rehabilitation personnel, medical 
gymnasts, physiotherapists, dieticians, laboratory workers, etc. 


The role of the nurse within so complex and numerous a group of people (all 
of whom must nevertheless be recognized as indispensable in medico-social action) 
is to understand, transmit, explain, interpret and above all carry out the instructions 
of each of the group chiefs represented in the team, so that they may be linked 
together and centred on the patient himself. 


This paper will be concerned with the activity of the nurse in the team, whether 
the medical patient has an acute or chronic illness. 
The subject will be considered under the following headings: 
1. The social aspect of the disease. 
2. The introduction of the nurse to the medical unit. 
3. The frequency and type of medical conditions recorded during a six-month 
period in a 115 bed medical unit within a 600 bed general hospital in Brussels. 
4. The role of the nurse in a medical unit: 
Reception of the patient 
Co-operation with the administrative services 
Hygienic care and admission to the hospital unit 
Medical nursing 
Assisting the doctor in making a diagnosis 
Assistance during the treatment 
Administration and application of the treatments. 
5. Emergency medical treatment: 
The care expected from a nurse and the initiative she may exercise. 
. Special needs of the acute or chronic medical patient. 
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7. Preparation for convalescence and rehabilitation. 
8. Conclusions. 


THE SOCIAL ASPECT OF THE MEDICAL PATIENT 


The social condition of the individual has a definite influence on his physical 
state and affects morbidity and mortality. The factors which affect his condition 
are: his profession, housing, way of life, customs, resources, etc. To determine the 
social aspect of each illness, these factors should be taken into account: 


its frequency 

its duration, including convalescence 

its consequential after effects 

the special psychology of the affected patient 

repercussions on the patient’s environment, family and offspring 

the national considerations: hospitalization, unemployment, disable- 
ment, etc. 


The grave consequences of certain illnesses have led to the creation of special 
institutions, subsidized and controlled by public bodies. 


For tuberculosis the anti-tuberculosis provisions include: 


(1) Prevention, case tracing 
(2) Protection, tuberculosis prophylaxis for children 
(3) Treatment and sanatoriums. 


For cancer the anti-cancer provisions, in Belgium for example, consist of: 


(1) A government commission attached to the Ministry of Public 
Health 

(2) University and private centres for treatments 

(3) The Belgian National Society for the Fight against Cancer (Case 
tracing; prophylaxis) 

(4) The institutions for incurables. 


From the national point of view the social aspects of disease should be regarded 
as of almost greater importance than medical intervention. Medicine is increasingly 
preventive, thanks to the development of prophylaxis, to hygiene and to early case 
tracing (annual mass examinations, school inspections, etc.). 


Case tracing and prophylaxis can be undertaken most usefully in clinics or in a 
hospital institution. The social service of the hospital, can exert its influence on 
the patient and his family and thus limit harm and consequent material and moral 
damage to the family and society. 


Medicine is no longer thought of without the aid of the medico-social service 
of the hospital, of which the public health nurse is the key worker. 


Professor Cabot has defined the medico-social action of these social workers in 
the following words: 


“The object of the hospital’s social service is to arrive at an under- 
standing of the patient, and of everything concerning him, so as to complete 
the efforts of the doctors and nurses in the understanding of his disease 
and his treatment. To understand the patient is, above all, to comprehend: 
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(1) his state of mind 
(2) his financial domestic and professional position 
(3) similar facts relating to his family and immediate background. 


‘Inform and succour the patient and, above all, explain to him first 
the nature and course of his illness, secondly what is to be done to relieve 
or cure it and thirdly which organizations outside the hospital could be 
useful.” 


On the other hand, the objectives which are suggested for the social services of 
hospitals and institutions have been set out more explicitly as follows: 


(1) to discover all the social causes which lead to and aggravate the disease 
but could be missed by the doctor; 

(2) to resolve all the moral and material difficulties which prevent the 
effectiveness of the treatment; 

(3) to guide the patients, under medical direction, to the services they need; 

(4) to enlist the simultaneous help of all the organizations which could come 
to the family’s assistance; 

(5) to extend beyond the hospital the medical influence, to avoid a 
recurrence of the illness by encouraging those patients tempted to 
abandon their treatment to attend clinics; 

(6) to enable the family to be self-supporting; 

(7) to contribute to the prevention of illnesses and the preservation of 
health. For example: to arrange a medical examination of every 
contact of a tuberculosis patient, or person suffering from venereal 
disease; 

(8) to undertake health education of the patient and of his family. 


The public health nurse should complete the medical knowledge she gained 
during her training and specialize thoroughly in the social field. 


INTRODUCING THE NURSE TO THE MEDICAL UNIT 


The preparation of the nurse who is to care for medical patients must develop 
the particular aptitudes demanded by this function. 


Undoubtedly, the application of the basic programmes, whatever may be the 
student’s future specialization, assumes a knowledge of the anatomy and the 
physiology of the normal individual. This knowledge is completed by the study of 
general and special hygiene, of microbiology and of general pathology, giving the 
nurse a precise idea of the causes and general symptoms of the illnesses as well as 
the general development of the provoking causes and the patient’s reactions to them. 
These first notions awaken the power of observation—essential to the future activity 
of the student. 

From the beginning of this introduction the attention of the future nurse must 
be centred on the importance of her function and the gravity of her responsibility. 
The medical diagnosis may depend on the precision and the accuracy of her report 
on the symptoms that she will have been able to observe. 


The instruction in the theory and related technique are completed in an appropri- 
ately organized period of practical work in a hospital ward. 


It is at the patient’s bedside that the nurse, under the clear and careful direction 
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of a clinical instructor will acquire the practical experience illustrating the lectures 
received at the school. 


After the first period has been completed, the teaching should cover the systematic 
study of diseases. 


At the same time as the instruction in pathology is begun, it is essential that 
there is a thorough revision of the lectures on anatomy, the normal physiology 
of the systems and of the organs and tissues involved. This should be completed 
before a deeper study of pathological lesions and of functional troubles is made. 


There should be a systematic correlation established with other sciences including 
hygiene, microbiology, dietetics, pharmacology, etc. The nurse’s important role 
in the application of the treatments should not be forgotten. In each case the clinical 
instructor must link the abstract study of pathology to the actual patient being 
nursed in the hospital or undergoing an examination. 


In addition to this direct preparation in relation to the illness, the student will 
be constantly reminded of its social aspect. It will also be the teacher’s objective 
to develop the special psychology which it is essential that the nurse concerned with 
medical patients should possess: a psychology which should rest on a profound sense 
of her moral responsibilities, as well as her legal and professional obligations. Her 
efforts should be centred on the patient, who is the object of her care. 


The student will apply and integrate these different medical and social notions 
and psychologies of professional ethics and nursing in the synthesis constituted by 
her nursing studies. 


THE FREQUENCY AND TYPE OF MEDICAL CONDITIONS TREATED IN A SIX MONTH PERIOD 
IN A 115 BED UNIT OF THE UNIVERSITY HOSPITAL OF ST. PIERRE, BRUSSELS. 


(General University Hospital of 600 beds) 
(General Medical Unit of 115 beds) 


Total number of patients hospitalized in a week: 1360 


A. Patients suffering from conditions of the circulatory system — “> aa 
B. Patients suffering from conditions of the respiratory system - “- a 
C. Patients suffering from conditions of the digestive system. . oa i ae 
D. Patients suffering from conditions of the genito-urinary system .. <i 57 
E. Patients suffering from conditions of the nervous system ies - 
F. Patients suffering from conditions of the endocrinal system + 7 56 
G. Patients suffering from other conditions... a a 7” ea 92 


THE ROLE OF THE NURSE IN A MEDICAL UNIT 
RECEPTION OF THE PATIENT 

Whatever the nature of the disease, be it malignant or benign, acute or chronic, 
whatever the age of the affected patient or his social position, it causes physical and 
moral suffering and disturbs the life of the patient and of his family. To understand 
the anxiety and the agony of the patient, and through his behaviour to gain his 
confidence so as to be of greater help to him, is an essential duty. 

It would be desirable if every patient who presents himself at the hospital could 
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be received by a public health nurse; knowing the disease and its consequences she 
can forsee the difficulties which are going to arise, and broach the question of social 
assistance to avoid the lengthy formalities between one office and another that are so 
discouraging for the patient. 


A. The patients who attend the Outpatient Department 


Role of the public health nurse: 


1. To make contact with the patient. 

2. To collect all the relevant information which might throw light on what 
preliminary social action can usefully be taken. 

3. To know exactly the pathological state of the patient, the treatment, and as 
far as possible the prognosis of the illness. 

4. To find out whether the patient or his family have clearly understood the 
advice given by the doctor. 

5. To ascertain whether the instructions can be carried out. 

6. To direct the patient to the treatment centres. In the case of cancer and 
X-ray therapy, possibly make a first appointment for the patient, giving 
directions on how to get to it, transport facilities, etc. 

7. To make sure that the doctor’s orders will be followed at home and that the 
treatment is being given. 

8. To make a medico-social report on the patient’s home circumstances. 

9. To give advice on health and prophylaxis, to ensure that it is being followed 
and possibly assist in carrying it out. 

10. To ensure that the patient continues to attend the clinic. 


The public health nurse furnished with all the relevant information can work 
out a plan of action and ensure that it is carried out, either in co-operation with the 
social worker and home help, or alternatively with other social agencies which might 
more appropriately take charge of the family. 


B. The patient who must be hospitalized 


Entering a hospital is a profoundly testing experience for the person who is 
obliged to submit to it. His anxiety and apprehensions are centred on the result of 
his stay—will he recover? And at the price of what sacrifices ? How will he be 
treated ? (There are many preconceived ideas on the subject of hospitals). 


The abandonment of his surroundings, his family, and his friends to enter into 
an unknown domain and see himself deprived of all his personal initiative, are the 
causes of a moral confusion that the nurse can help to dissipate by the welcome which 
awaits the new entrant. Her behaviour will vary considerably according to the 
reason for admission, whether it is an emergency or arranged beforehand, a child, 
adult or old person, mother of a family, manual worker, acute or chronic illness, 
surgical or medical patient, casualty, etc. 


Points to be considered on the admission of a patient to a hospital 


1. A complete and encouraging welcome. 

2. Co-operation with the administrative side. 
3. Hygienic care on entry. 

4. The care given in the hospital. 
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5. Preparation for convalescence, via the medico-social service. 
6. The departure and the rehabilitation of the patient. 


CO-OPERATION WITH THE ADMINISTRATION OF A LARGE HOSPITAL 


Several possible sources may send the patient: 

1. He may be sent by his medical adviser. 

2. He may be sent by his family, his neighbours or the police. 

3. He may have to be admitted after seeing a consultant at the hospital. 


Outside the consul:ing hours there are two possibilities: 


(a) Where there is an emergency service 
After a medical examination, the doctor decides to admit the patient to 
the hospital without any administrative or other considerations. 


(b) Where there is no emergency service 
The patient must be admitted provisionally. The medical examination will 
decide whether the admission is to be confirmed. 


(c) In the case of an emergency 
A medical certificate is sufficient for the admission of a patient to hospital. 
The payment of the hospital expenses can be considered later. 


The patient must, above all, be cared for 


The entry of the patient necessitates the compiling of a hospital record which 
should include: 


(1) The certificate of hospital admission indicating: 
the reason and nature of his admission; 
the department to which the patient will be sent; 
the patient’s religion. 


(2) Information on the civil and social status of the patient, his profession, and 
the name and address of his next-of-kin in case of an emergency. 


(3) The medical record should include all the documents (X-ray, results of tests, 
etc.), as well as relevant information collected from his environment. 


HYGIENIC CARE ON THE PATIENT’S ENTRY INTO HOSPITAL 


Only a medical contra-indication could justify abstention from the prophylactic 
rules laid down by the hospital as security measures. These rules include as a 
minimum a complete toilet of the patient followed by dressing in clean garments. 


If the condition of the patient permits, he is taken to the bathroom and given a 
warm bath. The nurse assists and superintends the patient and observes the state of 
his hair and skin so as to trace any possible parasites which may be present. If need 
be, she must take the necessary action. The patient can then dress himself in clean 
clothes. Chilling must be avoided. 


In the presence of the patient an inventory must be made of his personal belong- 
ings. These clothes may need to be disinfected, washed and repaired, so that the 
patient receives them back in a satisfactory state when he leaves the hospital. 

In the case of serious illness, a bed-bath should be given. 
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When he is taken into the ward or his room the patient becomes the responsibility 
of the hospital service. The nurse will show him round and introduce him to the 
ward routine and the house rules of the institution. 


MEDICAL NURSING 


There are certain characteristics of medical nursing to which attention must be 
drawn, since on the one hand they affect the attitude of the nurse vis-a-vis the patient 
and on the other hand they affect nursing itself. These characteristics are: 


. The higher average age of the patients. 

. The greater frequency of social problems. 

. The longer average length of stay. 

. The psychological atmosphere, with greater depression being caused by the 


points mentioned above, the cost of the illness, and the family repercussions 
involved. 


. The longer period of bed-rest. 

. The loss of appetite which accompanies long illnesses. 

. The presence of less evident symptoms. 

. The importance of a knowledge of the influence of the patient’s personality 
on the course of the disease. 


Medical nursing, thus described, necessitates on the part of the nurse, certain 
capacities and attitudes, such as: 


Capacity for observing psycho-somatic reactions. The observation must be 
complete, precise and continuous. 
Concern to create an atmosphere of confidence in recovery by: 
an optimistic attitude in the team which is caring for the patient, harmony 
within the team itself, 
quality of the nursing, 
good administration of the whole hospital, 
organisation of leisure; 
Concern for a sound diet which is pleasing to the patient; 
Respect for the patient’s personality and an understanding of his problems; 
Education of the patient and of his family; 
Compiling written reports with objectivity and exactness; 
Co-operation with the various services which can assist in the social 
rehabilitation of the patient. 


With this definition of medical nursing, and the capacities of the nurse in its 
execution having been specified, her role can be described as: 

1. Helping the doctor to make a diagnosis. 

2. Assistance to the doctor during treatment. 

3. The administration and application of the treatments. 
1. Helping the doctor to make a diagnosis 


Having welcomed the patient in her ward, having talked to him and observed 
him, the nurse will have a knowledge of the psychological and social condition of the 
patient and of the symptoms which he presents. 


She will explain in advance to the patient the various examinations that he will 
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have to undergo to enable the doctor: (a) To make a diagnosis, (b) To begin a suitable 
treatment for the patient’s condition. 

In addition she will inform the doctor of all the information obtained, both 
from the social and psycho-somatic domains, so enabling him to make a more 
personal and human contact with the patient. 

The nurse will assemble the papers relating to the patient’s previous stays in 
the hospital. She will prepare everything necessary for a complete examination 
of the patient: material for an ordinary basic examiuation and for examinations of 
ear, nose and throat, chest (lungs and heart), blood pressure and principal reflexes. 
This customary basic examination will often be completed by more detailed examina- 
tions such as neurological examinations, gynaecological examinations, etc. 

In most institutions certain routine examinations are required for all patients 
and are regularly undertaken before the arrival of the doctor, such as weight, tempera- 
ture, pulse, urine tests for sugar and albumen, certain blood tests, etc. The results of 
these examinations are placed in the record handed to the doctor. 

During the examination, the nurse will attend and while assisting the doctor, 
ensure that the patient’s personality is constantly respected (facilities for the patient 
to undress in private, showing the patient the positions to take). She will be the link 
between the patient and the doctor by helping the patient to express his symptoms and 
to understand the meaning of the doctor’s questions. 

The whole attitude of the nurse will help the patient to bear this examination, 
which is often physically and mentally painful. The nurse’s role will be that of 
technical assistant to the doctor, passing the instruments necessary for the examina- 
tion, listening intently, taking notes on all the accompanying examinations, the 
treatments prescribed, the possible steps which should be taken by the medico-social 
departments. The medical examination completed, she will settle the patient comfort- 
ably, giving him a drink, possibly a meal, warmth, amusements and diversions such 
as wireless, books, newspapers, etc. 


2. Assistance to the doctor during treatment 
This assistance will include in particular: 


(a) The strict carrying out of the medical instructions (accuracy in the dosage 
of medicines, in the time of administration and in the patients to whom they 
are given). 

(b) The equal distribution during the 24 hours of the different parts of the 
treatment, while respecting the hours of meals, of rest, of sleep, of visits 
and of amusement. 

(c) Checking the meals served to patients, taking account of the patient’s taste, 
of the doctor’s instructions and of the possible substitute foods. The diet 
is of first-class importance in a medical unit. 

(d) The observation of the development of the patient’s symptoms and the 
possible reactions to the treatment. 

(e) The education of the patient towards a better understanding of his 
treatment. 

(f) Friendly reports between all the team members, so that the patient’s confi- 

dence is encouraged and knowledge is shared which may yield useful 

information on the satisfactory progress of the treatment. 








Oe al 











1958 





APRIL, 





3. Administration and application of the treatments 
The treatment can be divided into: 
(a) Somatic treatment including: 
i. The comfort of the patient and all basic nursing, 
ii. The administration of medicines, 
iii. The nursing specific to the patient, 
iv. All the examinations and the tests necessary for the effective supervision 
of the treatment; 
(b) Psychological treatment in relation to: 
i. The personality of the patient, 
ii. The illness from which he is suffering; 
(c) Social treatment through co-operation with the social services and the family 
and social background of the patient. 


4. Somatic treatment 
(i) Comfort and basic nursing— 

Hygienic surroundings: ward, room and bed, 

Personal hygiene of the patient, his toilet, care of the mouth, nose, eyes, 
ears, intimate toilet, the prevention of bed-sores, care of the hair, 

Settling the patient in relation to his condition, 

Meals—their presentation, adherence to medical instructions, observa- 
tion of the patient’s appetite, 

Organization of the patient’s day—meals, amusement, visits, timetable 
of care, medicines, rest. 

(ii) Administration of medicines— 

Strict adherence to medical instructions, 

Careful and pleasant presentation to the patient, 

Observation of the patient’s reactions, expected and unexpected, which 
might form a basis for possible action by the nurse (for example: 
intolerance to digitoxin necessitating a halt in the treatment). 

Administration by means of the following routes: 

. The mouth 

. The rectum 

. The skin 

. The muscles 

. The veins 

. The lungs (inhalation) 
. The spinal cord 

. The pleura 

. The peritoneum 

10. The pericardium 


It is understood that in certain cases the nurse is the administrator and in the 
others she assists the doctor. 
(iii) Nursing specific to the patient— 
(a) Digestive system: Gavage 
Ordinary and asceptic gastric lavage 
Gastric catherterisation 
Duodenal catherterisation 
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Continuous aspiration 

Preparation for all radiography examinations 
Intestinal evacuation 

Rectal feeding 

Preparation for anal and rectal investigations; 


(b) Respiratory system: Administration of oxygen 
Administration of aerosol 
Intra-bronchial penicillin 
Preparation for bronchoscopy and other examina- 
tions by the doctor 
Preparation for pleural puncture j 
Postural drainage 
Preparation for pneumothorax therapy; 


(c) Circulatory system: Application of revulsives 
Preparation of the patient for: transfusion 
electrocardiogram 
sternal puncture 
ascites puncture; 


(d) Genito-urinary system: Taking samples of urine and testing for: 

sugar 
albumen 

Vesical catheterisation 

Lavage and vesical instillation 

Assisting the doctor in all tests related to renal 
functions 

Vaginal injection 

Perineal irrigation 

Preparation for all the radiographic examinations; 


(e) Nervous system: Preparation and assistance to the doctor for: 

lumbar puncture 
sub-occipital puncture 
ventricle puncture 

Preparing the patient for a ventriculograph, 
electrocardiograph and other examinations 
called for by the doctor. 

EMERGENCY MEDICAL NURSING 


A medical emergency may arise in differing circumstances: 
(1) The patient may be in his home, 
(2) The patient may be brought to the hospital, 
(3) The patient may already be in the hospital. 
In all emergency situations, tragic though they may be, the first duty of the 
nurse is to remain calm, re-assure the patient and his friends and act with efficiency. 
The efficiency of her attitude will depend upon her basic training and her pro- 
fessional experience. They will enable her to determine the symptoms and syndroms 
calling for an immediate intervention on her part. These consist of: 
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1. Starting the emergency treatment, which must never go beyond the limits of 
the nurse’s capabilities. 

2. Calling the doctor. 

Note: (1) and (2) must, if possible, be done simultaneously. 

3. Preparing emergency equipment required for medical action. 

4. Informing the patient’s friends and relatives. 

5. Taking the necessary measures in connection with the philosophic or religious 
beliefs of the patient. 

A few emergency situations in which the nurse shduld intervene and the action 

she should take are given below. 


Haematemesis 
In a case of haematemesis the nurse must, before the arrival of the doctor: 
1. Place the patient in a half-sitting position and look after him, insisting on his 
silence and immobility. Preserve, if possible, the vomits of blood. 
2. Give a haemostatic intra-muscular injection, if previously prescribed by the 
doctor. 
3. Put an ice-bag on the epigastric region. 
4. Make the necessary preparations for a possible transfusion. 
Poisoning 
Place the patient in a calm atmosphere, inducing an evacuation of the poison 
either by vomiting or gastric lavage or by administering the antidote. 
Haemoptysis 
Before the arrival of the doctor the nurse must: 
1. Place the patient in a half-sitting position, calm him and ask him to remain 
silent. 
2. Place, within reach, a spitoon. 
3. Give an injection of morphine intra-muscularly or subcutaneously, if the 
doctor has previously prescribed it. 
4. Prepare what is necessary for a possible transfusion. 
Syncope 
In this case the nurse must: 
1. Place the subject flat, the head low and loosen the garments. 
2. Administer by intra-muscular means or subcutaneously, a cardio-respiratory 
analeptic, if previously prescribed by the doctor. 
3. Possibly apply artificial respiration or an inhalation of oxygen or carbogene. 


Diabetic shock and hypoglycaemic or insuline shock 

The nurse should be able to detect: 

1. The danger signs. 

2. The signs of shock. 

3. The difference between diabetic coma and hypoglycaemic shock. 
1. Emergency treatment of diabetic shock— 


Place the patient in a half-recumbent position. 
Inform the doctor and take his instructions. 


If necessary: (a) Advise the laboratory to check the glycaemic rate, 
(b) Take a urine specimen by catheter to check glycosuria and 
acetonuria, 
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(c) Prepare the material to assist the doctor for: 
(1) Intra-venous injection of glucose solution (5 or 10%), 
(2) Injection of insuline. 


II. Emergency treatment for hypoglycaemic or insuline shock— 
Give the patient a sugared drink, if he is conscious, if not, 
Place him in a recumbent position. 
Inform the doctor and take his orders concerning: 
(a) catherisation of the bladder to ascertain the absence of glycosuria, 
(b) advise the laboratory to check the glycaemea rate, 
(c) administer an enema: 200 cc. of glucose 5% solution 
or tubing of the stomach to administer sugared drink 
or hypodermic injection of glucose solution (isotonic). 
or prepare the material for the doctor in case he wishes to administer 
an intra-venous injection of 10 to 30 cc. of glucose solution 
(hypertonic: 10 to 20%). 


Cardiac and circulatory emergencies 


The nurse caring for patients suffering from conditions affecting the heart or 
circulatory system should know the danger signs and bear in mind the doctor’s 
recommendations for all possibilities. 


In an acute crisis she will inform the doctor at once and take his instructions for 
the particular case. 


I. Cardiac collapse 
In all cardiac crises it is essential to remain calm and to ensure that those sur- 
rounding the patient do likewise. The patient should be reassured and kept under 
constant supervision. 
Emergency treatment: 
Rest in a sitting or half-recumbent position 
Physical and mental quiet for the patient 
Warm the extremities 
Ensure fresh air in the patient’s surroundings or give oxygen 
For the doctor’s arrival prepare material for: 
(a) Examination: sphygmomanometer 
stethoscope, 
(6) Administration of hypodermic or intra-venous injections, and a 
choice of drugs normally used for such cases. 


II. Acute oedema of the lung 
The patient’s life may depend upon the rapidity with which help is brought to 
him. 
Emergency treatment: 
Seat the patient for (a) a venesection (large needle) 
(b) intra-venous injection of the drugs prescribed. 
III. Angina Pectoris 
Emergency treatment: 
Physical and mental rest 
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The doctor may prescribe: trinitrine 
or antispasmodic 
or morphine. 
1V. Myocardial infarction 
Emergency treatment: 
Absolute bed-rest in half-sitting position 
Prepare for the arrival of the doctor: 

(a) material for examination: sphygmomanometer 
stethoscope 
electrocardiogram 

(5) material for injections: hypodermic 
intra-venous 

V. Embolism of the lung 
Emergency treatment: 
Rest, raising the chest without moving the patient (raise the head of the bed 
with blocks or by a bolster under the mattress) 
Oxygen therapy 
On medical orders: hypodermic injections. 


VI. Stroke 
Emergency treatment: 
Keep the patient in a sitting position 
Prepare the material for the doctor’s arrival for: 
(a) examination: sphygmomanometer 
stethoscope 
percussion hammer 
instrument to detect Babinski reflex. 
(6) material for hypodermic or intra-venous injections 
(c) ice bag 
(d) revulsifs 
(e) lumbar puncture. 


ECONOMIC, CULTURAL AND MORAL NEEDS OF ACUTE AND CHRONIC MEDICAL PATIENTS 


In the cases of acute infection the immediate problems are solved relatively 
quickly. Assistance from a sickness insurance fund reduces the economic problem, 
although the patient and his family should be aware of the forms to be completed 
to obtain the advantages which the organized insurances, mutual societies and 
public assistance offer. In this field the activities of the public health nurse can be 
of great importance. 


The problem of morale arises at the time of the incident. Here again, the efficient 
sympathetic and encouraging attitude of the nurse softens the psychological shock 
of a sometimes dramatic situation. When the acute case becomes a chronic case, 
is the moment when the economic, psychological and morale problems can be aggra- 
vated and even appear insoluble. The separation of a married couple, the removal of 
children, the loss of a job, may lead to a break-up of the home. The discouragement 
which seizes the sick individual, isolated and conscious of his idleness, can 
be decisive and his incapacity to solve his problems can lead to a condition that is 
known as “ hospitalism,” a condition peculiar to a long stay in hospital, and to the 
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acquisition of a sort of spirit in which the person becomes de-personalized, abandons 
himself and renounces all personal effort. This is one of the extremely grave conse- 
quences of the illness, against which an energetic fight is necessary. 


The avoidance of idleness, as rapidly as the patient’s physical state permits, is 
one of the means available to counteract his discouragement. 


Here the imagination, and the skills of those concerned must be ingeniously 
exercised by the creation of suitable work to attract the patient’s interest. Quite an 
organization has been ouilt up by those specializing in this subject and occupations 
have now been devised which are not only agreeable pastimes but are also really 
useful. Thanks to professional guidance, they are successful in obtaining some pocket 
money for the patients and preparing them for resettlement when they leave the 
hospital. 


Undoubtedly, the making of small articles, toys and other things, is extremely 
interesting and it can become an agreeable diversion. 


The organization of leisure is also important. Games, regulated physical 
exercises, group music, songs and above all a happily selected library, should be 
provided for the long stay patients in sanatoria or in hospitals for chronic patients. 


Moral and spiritual needs cannot be neglected. The most sincere respect of the 
religious opinions of the patient must be the invariable rule of the nurse. 


If the patient finds some comfort in the practising of his religious duties the nurse 
must encourage him to do so. The problem of psycho-somatic relations, or of the 
body and of the soul (according to personal conviction), which for so long has been 
the province of philosophers, now faces both doctors and nurses and involves them 
in its consequences. 

Both doctors and nurses must create to the maximum a “ climate ” or “ atmo- 
sphere’ which is optimistic and comforting, and in which the individual will 
rediscover his desire for and opportunity to recover—or in any case to improve his 
condition. 


PREPARATION FOR CONVALESCENCE AND REHABILITATION 

During the patient’s stay in the hospital the social service will remain in per- 
manent contact with him, as well as with the hospital nurses concerned with his care. 
He will thus be able, in time, to approach the organizations which can come to his 
aid as a patient. For example, sickness insurances, compensation for incapacity 
to work or for unemployment, associations for ex-combatants and for the disabled, 
old age pensions, widows pensions, homes for the placing of children, for vocational 
guidance, employers benevolent funds, maintenance of employment, etc. 

In the action to be taken or the forms to be completed the social worker can be 
useful. But in any case, the public health nurse will herself deal with the medico- 
social part of the problem. She will make sure that the home is clean and that 
prophylactic measures are taken, and she will make plans for the convalescence. 

The task will be simplified if the patient comes from a prosperous background. 
In that case he will be able to bear the cost of a convalescence in the proper conditions. 
For the labouring or poorer class convalescence remains a big problem, particularly 
if it is likely to be long. The situation will differ according to whether it is a father or 
mother of a family, a child, an adolescent or an old person. There are post-hospital 
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institutions and rest homes which are accepted by the sickness insurance which pays 
the cost of the stay. The public assistance authorities possess convalescent homes for 
the poor. 

Nevertheless, most patients leave hospital to return to their homes. The family 
must be prepared to receive the convalescent and to readapt him to his surroundings. 
This re-adaptation will be easy if the absence has been short, but more difficult in 
every respect if the absence has been long. 

In providing for convalescence it may be desirable to encourage members of the 
family to follow a home nursing course and if this does not exist, one of the nurse’s 
tasks will be to organize one in the area. At home the patient should find conditions 
which will be conducive to his recovery. The rest of the family must be able to live 
a more or less normal life without excessive fatigue and this will be achieved if 
instruction in home care has been given. 


Before returning the patient to his home the nurse must assure herself that 
certain indispensable conditions have been fulfilled: 
1. A means of transport—ambulance, taxi, car or other means of locomotion, 
for his return home. 
2. Medical and nursing care—organizations like the Red Cross lend or rent out 
adequate equipment. 


As to the medical treatment and the diet, the nurse must assure herself that the 
patient or his family have clearly understood the instructions concerning the medicines 
and diet. 

The convalescent has a certain muscular laziness or apathy and sometimes a 
certain indolence. He must be gradually built up and led towards a normal life. 
His interest must be aroused so that he can regain his “ taste for life’. Distractions 
must be procured for him, including reading matter, visits, games and occupations 
progressively graduated, but always appropriate to his condition. Exercise or walks 
will be equally progressive. The hours of rest will be arranged between times, to 
take the convalescent out of his “ patient state,”’ make him forget it quickly and return 
him to society. If the patient is left with after-effects which incapacitate him for a 
return to his trade or profession, there should be an opportunity for vocational 
guidance to assist and teach him, or to introduce him to the future suggested. 


CONCLUSIONS 

Modern nursing of the acute or chronic medical patient is one of the most 
attractive domains in the nursing profession. It is in this service that a nurse will 
be able to achieve the real aim she set herself in embracing as her profession that of 
nursing. 

It is not only the skilful techniques that she succeeds in applying, it is not only 
the suffering bodies to which she brings relief (and now more often recovery, thanks 
to the marvellous progress of medical science) but even more the contribution she 
will make towards a more humane medicine. The more human she becomes through 
the cultivation of her intellect and artistic nature, the development of her psychological, 
moral and social training, the more she is capable of bringing to the patient what 
science alone cannot give him—hope and confidence in recovery, love of life and 
the will and the courage to face the test that is set to human beings. 

(This paper appeared in French in the January, 1958 issue of the Review) 
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1958 
April 29—May 2 


May 3—4 
May 19—24 
May 26—30 
May 

June 3—14 
June 16—20 
June 22—28 
June 

July 1—4 
July 1—5 
July 6—12 
July 20—26 
August 7 


August 10—16 
August 11—16 


August 20—27 
August 23 
August 24—30 


August 24—Sept. 1 


Sept. 5—13 
Sept. 7—11 
Sept. 28—Oct. 2 
Nov. 9—12 


1960 
Sept. 


1961 





International Calendar 


Royal Society for Health, Annual International 
Congress on Public Health. Information 
from 90 Buckingham Palace Road, S.W.1., 
England. 

International Union for Health Education of the 
Public, 4th Conference. 

Second World Congress on the Prevention of 
Accidents. 

Asian Pediatric Congress. 

WHO 1iIth World Health Assembly. 

International Hospital Federation, study tour. 

International Association for Child Psychiatry 
and Allied Professions, Congress. Theme : 
The Child from six to ten years of age. 

International Federation of Gynaecology and 
Obstetrics, 2nd Congress. 

International Professional Union of Gynaecolo- 
gists and Obstetricians, Congress. 

Commonwealth Health and Tuberculosis Con- 
ference, Sth Congress. 

Quadrennial Congress of the Association of the 
Northern European countries. 

International Union against Cancer, 7th Con- 
gress. 

International Union for Child Welfare, World 
Congress. 

International Commission for the Prevention of 
Alcoholism, 4th annual meeting. 

International Radiation Biology, Congress. 

World Federation of Occupational Therapists, 
2nd International Congress. 

Genetics, 10th International Congress. 

European League for Mental Hygiene Meeting. 

World Medical Association, 12th General 
Assembly. 

World Federation for Mental Health, 11th 
Annual Meeting. 

International Congresses on Tropical Medicine 
and Malaria, 6th Congress. 

American College of Chest Physicians, 5th Inter- 
national Congress on Diseases of the Chest. 
European Association against Poliomyelitis 

International Symposium 

International Society for the Welfare of Cripples, 
Pan-Pacific Conference on Rehabilitation. 

Latin American Mental Health, 3rd Congress. 

International Union against Tuberculosis, Con- 
gress of Radio-Photography. 


International Confederation of Midwives, Con- 
gress. 

XIIIth International Congress on Occupational 
Health. 


12th Quadrennial Congress of the International 
Council of Nurses. 





Eastbourne, England. 


Brussels, Belgium. 
Brussels, Belgium. 
Singapore. 
Minneapolis, U.S.A. 
Cologne, Germany. 
Lisbon, Portugal. 
Montreal, Canada. 
Brussels, Belgium. 
London, England. 
Copenhagen, Denmark 
London, England. 
Brussels, Belgium. 
Geneva, Switzerland. 
Burlington, Vt. U.S.A. 
Copenhagen, 
Denmark. 
Montreal, Canada. 
Vienna, Austria. 
Copenhagen, 
Denmark. 
Vienna, Austria. 
Lisbon, Portugal. 
Tokyo, Japan. 
Madrid, Spain. 
Sydney, Australia. 
Peru. 
Stockholm, Sweden. 


Rome, Italy. 


New York, U.S.A. 


Melbourne, Australia. 
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Book Reviews 


OCCUPATIONAL THERAPY—PRINCIPLES AND PRACTICE 
Edited by WILLIAM RusH DUNCTON, J.R. and SIDNEY LICHT, M.D. 
Published by Charles C. Thomas, U.S.A. Second Edition, 1956. 373 pp. $8.00 


This book is of real value to all who are interested in the rehabilitation of the sick, the permanently 
handicapped and the elderly. Its contributors including its joint editors have proved without doubt 
that occupational therapy is an essential part of treatment in America, Canada and Great Britain. 
One might perhaps ask that the net had been cast even wider, to include contributors from other 
countries and that more space could have been allocated to orthopaedics, arthritic conditions and 
disorders of the nervous system. However it is always possible that these may be included in a further 
edition and refer specially to increasing work in the domiciliary field. 

Members of the nursing profession will feel particularly interested in the foreword to the first 
edition and in the opening chapter on the history of occupational therapy where special reference is 
made to Miss Susan E. Tracey, a nurse who wrote Studies in Invalid Occupation, the first book on 
the subject. Then, as now, the nurse has a vital role to play in the total rehabilitation of the patient. 
In conjunction with the physician or surgeon she has, in most instances, the first and possibly the 
longest contact with the patient, and she is therefore, in a unique position to understand the far- 
reaching effects of any illness or accident. As Dr. Barton quotes in his chapter on occupational 
therapy for psychiatric disorders—‘* The whole of the patients’ time in hospital may be thought of 
as treatment if everyone is organised into a therapeutic community oriented toward recovery ”’. 

While it is doubtful whether the entire contents will be found useful to the nursing profession 
as a whole, one is equally sure that certain chapters, notably those relevant to their own field of work, 
will be read with much interest and profit by many of its members. Likewise those nurses working in 
remote parts of the world without the support of a rehabilitation team will find much to direct them 
in its pages. Here as at the beginning of the century, it is often in the hands of the nursing profession 
to arouse interest in occupational therapy and its practice before specifically trained personnel are 
appointed. 

Hore Towsey. 
Head of the Occupational Therapy Department, 
Swandean Hospital, England. 
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